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jecte therein contained in a manner up to date, practical, 
and trustworthy. 
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prove to be a valuable and ready reference book. 
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PREFACE 



In writing essentials it is obligatory to preeeot in a terse 
tnauner facts upon which the specialists in the subject are 
agreed, answering categorical questions dogmatically, in the 
interest of directness. The student having first learned that 
which be must know to acquit himself creditably, should sub- 
sequently, from the cyclopedic works of the masters, inform 
himself regarding matters still sub judiee. 

The test- books consulted while compiling this compend are 
those of Keyes, Taylor, White and Martin, Hayden, Morrow, 
Bangs and Hardaway, Lydston, Morton, Hyde and Mont 
gomery. Da Costa, and Schmidt, from each of which an 
occasional terse sentence has been used without credit other 
than this. 

I am indebted to Dr. W. K. Rogers for the questions and 
answers in r^ard to gonorrhea and syphilis of the eye ; and 
to Dr. Wm. D, Deuschle for those on syphilis of the n 
system. 
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Essentials of Genito-urinary 

AND 

Venereal Diseases. 



THE URINE. 



What points slioiild be considered when examining the urine ? 
The amouDt passed, the appearaace, color, clearness, sedi- 
ment, odor, reaction, specific gravity, change in uormal ingre- 
dients, and the presence of abnormal substances. 

What is the average amoimt of urine passed in twenty-four 
hours? 
The quantity of urine voided by a healthy adult in twenty- 
four hours averages 50 ounces. Profuse sweating or copious 
ingestion of fluid may cause considerable variatiou m the 
amount, but a lessenetl or increased amount is not pathologic 
unless it persists for some time and occurs irrespective of the 
above-mentioned causes. Cases have Iwen reported where 
persons in health have passed only 3 ounces of uriue daily, 
while others voided as much as SO ounces. 

Hov should urine to be examined be secured ? 

Banning at a certain hour — preferably in the morning — 
the patient should perform all micturition into a clean recep- 
tacle until the same hour the next day. This will give the 
quantity for twenty-four hours and furnish an average sample 
for examination. It is l>e8t for the surgeon to supply the 
bottle ; and in hot weather three drops of formalin may be put 
into it before delivery to the patient, with instructions that 
the bottle should be kept eool and corked. 
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18 GENtTO-VRINARY AUD YEHEREAL DISEASES. 

How may tlte mine appear 7 

It may be clear (norma)), turbid, or contain Bediment. 
The turbidity and sediment may be caused by the presence 
of mucuB, precipitatioo of the earthy phosphates, separation 
of the acia urates, by the presence of pus or fermentative 



Wliat is the normal color of mine? 

Straw or amber color. Pale urine has a slight tinge of 
yellow, and indicates increase of watery elements. High- 
colored urine is yellowish brown and indicate concentration. 
Dark-colored urine ranges from deep brown to black, and 
may be due to blood, bile, or tu the effects of drugs — such as 
carbolic acid. 

What is tlie odor of normal mine 7 

Aromatic On standing, ammoniacal decomposition gives it 
a characterisdc odor. A fruity odor, due to acetone, is pecu- 
liar to diabetes ; spirits of turpentine gives au odor not un- 
like violets ; while copaiba, the balsams, and santal oil impart 
their peculiar odors to the urine. Blood in considerable quan- 
tity produces an odor resembling " high game." 

WiaA la the reaction of normal urine 7 

Acid, Greatest in the morning and least after meals. 
Blue litmus-paper is turned red by acid urine, depending on 
the acid phosphate of the alkalies, and red litmus-paper is 
turned blue by alkaline urine. The urine is alkaline some- 
times after eating. Tbis is unimportant. The ingestion of 
carbonates of the alkalies and earths, or organic salts, which 
change to carbonates in the organism, may cause the urine to 
become alkaline, or it may be rendered so from ammonium 
caibonate being formed by the decomposition of urea. 

What does the specific gravity of t^e urine depend upon ? 

The weight of the elemenla which it holds in solution. Nor- 
mally it averf^es 1.015 to 1.020 ; the greater the amount of 
urine psssed in a given time, the lighter is its specific gravity, 
and vice versA. The srtecific gravity is taken with the urinom- 
eter. The amount of solids in the urine can be estimated by 
multiplying the last two figures of the specific gravity by 
r.r ..I A.tHH^Ie 



THE URINE. 19 

Haeser'g coefficient, which is 2.33, This gives the number of 
grammes of solids in 1000 cc. of urine. 

A small amount of urine with a high specific gravitr 
means concentration from diminished fluid elements. 

A small amount of uriue with a low specific gravity indi- 
cates the excretion of a small amount of solids. 

A large amount of urine with high specific gravity indicates 
that both the amount of uriue and the solids 
are increased. 

A large amount of urine with a low specific 
gravity often exists during convalescence from 
acute febrile diseases. If the condition is due 
to renal disease .ne afiectiou is most commonly 
chronic interstitial nephritis. 

Wbat is the most important couBtituent of 
the urine? 
Urea, which is the chief product of tissue- 
combustion. It is a crystalline body of neu- 
tral reaction, and so soluble that it is never 
visible in the urine. The amount passed in 
twenty-four hours is about five hundred grains. 

How may the presence of nrea be demon- 
strated? 
By acidulating the concentrated urine with 
oxalic acid and examining under the micro- 
scope the oxalate of urea crystals formed by 
the combination. To examine the crystals 
carefully evaporate a drop of urine ou the 
cover-^lasa and then inspect with the micro- ^^ j — uri- 
scope. There will be seen characteristic nometer, 
rhombic prisms. The quantitative estimation 
of urea is determined from the volume of nitrogen given 
off in the decomposition of urea by hypobromite or hypo- 
chlorite of soda. 

What is uric acid 7 

A bihasic acid, which, in the form of its salts (the urates), 
is a normal ingredient of the urine and, next to urea, the 
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20 GEmrO-VRINARY AND VENEREAL DISEASES. 

principal elirainant of nitrogsD from the hnAy. The quantity 
eliminated in twenty-four hours is from 7 to 15 grains. 

If uric acid Js present in considerable quantity the crystals 
fall to the bottom of the glass aft«r the urine has stood for a 
long time. Uric acid may be separated by strongly acidu- 
lating the urine with hydrochloric acid, when, after standing 
for twenty-four hours, the uric acid will crystullize, appearing 
to the naked eye as small reddish-brown particles. 

Microscopically they may vary in shape, but resemble 
rhombic plates, the most frequent being the whetstone, or 




Fen. 2.— Forms of urie acid \ I , Rhombic pl«tp« : 2. « 
if, barrel forms precipitated by adding h jdroelilo'ric acid I'o lirlnc (Ogdcn). 

lozenge form, rounded off at their obtuse angles ; other forms 

resemble sheaves, rosettes, combs, etc 

Name and describe three normal salts of the urine. 

The clilorids, phosphates, and sulphates. These salts are 
principally derived from the blood, but the latter two are 
also the result of oxidation products from albuminoids and 
other bodies which contain phosphorus and sulphur. 
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THE URINE, 21 

Sodium chlorid, the principal one of this group, is excreted 
in auiounta of from 150 Xa 250 grains in twenty-four hours, 
varying with the quantity ingested. A considerable dimiuu- 
tiou of the chlorids or their disappearance during sickuesa 
means a grave prc^nosis. 

Oive a test for the chlorids. 

To a spedmen of urine, in a t«st tube, add a few drops of 
nitric acid, and then, drop by drop, a solution of silver 
nitrate (25 gr. to 1 oz.) until no more precipitate forms. 
The precipitate will be dense and curdy if the chlorids are 
present in normal quantity, milky if they are diminished, 
and f^nt if almost or entirely absent. If the bulk of the pre- 
cipitate is compare<l with that of a normal specimen the rela- 
tive amount may be approximated. 

Phosphoric acid is present in the urine as phosphates of the 
alkalies and alkaline earths, of which there are two-thirds of 
the former and one-third of the latter. 

Phosphates of the alkalies are present principally as acid 
sodium phosphate ; those of the alkaline earths, as phosphates 
of calcium and magnesium. The total amount of phosphoric 
acid normally eliminated in twenty-four hours is between 30 
and 60 grains. 

Hot can the earth; and alkaline phoBplia.tes of the urine 
be separated ? 

Add an alkaline hydrate, KOH, to the urine, heat to boil- 
ing-point, and the earthy phosphates are thrown down. 
Filter and add about one-third of magnesia mixture. The 
alkaline phosphates will be precipitated as ammonium-mag- 
nesium phosphate, termed triple phosphates, which appear 
prismatic, highly refractive, and look like little coffin-lids. 

The sulphates are eliminated in quantities ranging from 25 
to 40 grains in twenty-four hours, the greatest part being 
sulphates of alkalies, and the remainder sulphates of organic 
compounds. 

Oive a test for the snlphates. 

Acidulal* the urine with a few drops of hydrochloric or 
nitric acid and add a solution of barium chlorid (25 gr, to 
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22 OENITO-URTNABr AND VENEREAL DISEASES. 

1 oz.) ; this will give a precipitate of barium sulptiate, in- 
soluble in water and add. 

WlUrt are the abaormal constituents of the nriue 7 

Bodies which owe their presence therein to patholt^ic con- 
ditions. The most important abnormal couatitueots are pus, 
blood-corpuscles, hem<^lobin, albumin, sugar, cells, and casts. 

Wliat is pyuria? 

Pus in the urine. It depends upon, and therefore indi- 
cates, an acute or chronic inflammation somewhere in the 
genito-urinary tract, or communicating therewith. The sudden 




FiQ. 3.— Pus curpuscleit and epithelial cells. 



appearance of a large quantity of pus in the urine indicates 
the bursting of an abscess into the tract 

Describe the pus coipnscle. 

Pus corpuscles are round granular cells, about twice as 
large as blood-corpuscles, and contain from one to three 
nuclei. Rarely they are not round, hut have various pro- 
longations which show ameboid movement If the inflaJiima- 
tion has lasted for some lime their outline is less distinct; 
when they take on a horseshoe shape, old pus is indicated. 
A moderate amount of pus renders the urine cloudy ; a lai^ 
amount, thick, viscid, and turbid. 
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THE URINE. 23 

In ammoniacal urine the pus corpuscles swell and coalesce, 
forming a homogeneoua mass in which the nuclei alone can be 
Been. Such puB is slimy, flows like the white of an egg, and 
b eaiMly mistaken for mucus. 

Pus is distinguished from mucus in that the former turns 
ropy and thick by the addition of caustic alkalies ; the latter, 
liquid and forms thin flakes. 

To determine the presence of pus in the urine chemically 
the specimen is decanted, and a small piece of potassium 
hydrate added to the sediment Upon stirring, any pug 
present will become a clear, tough, gelatinous mass. 



Fio. 4.— Blood-corpusclt 




and creiUit«>d ; d, svoUen. 



Microscopically, if the urine is add, the pus looks like a 
heavy deposit ; the pus cells appear as round, opaque, granular 
spheres. On the addition of a drop of acetic acid, under the 
cover-glass, the granular cont«nts of the cell disappear, and 
the nuclei become more distinct In acid urine, pus may be 
confused with the urates ; in alkaline urine, with the phos. 
phates. In acid urine the urates disappear by the application 
of heat. Should a residue form, it is acid urates, and disap- 
pears by the addition of some alkali, as KOH and heat ; 
in alkaline urine the sediment disappears upon the additioB 
of a few drops of acetic acid. 
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24 GENITO- URINARY AND VENEREAL DISEASES. 

Wbat is hematuria ? 

The presence of blood in the urine. Blood in the urine 
differs somewhat in a|)[)eariiu(aj according to its origin. That 
from the renal parenchyma ia well mixed with the urine and 
gives it a smoky apjwarance ; that from the ureters appear 
as long semicircular clots and strings ; that i'rom the bladder 
and urethra apjiears in larger quantity, bright red, and 
settles in clots. 

Blood in the urine is detected by the microscope. When 
the sediment is spread upon a slide the corpuscles appear 
biconcave and spheric, either single or grouped in rouleau 
form, or they may be crenatcd (in dense urine) or swelled, 
their bicoucavity partly lost (watcr-lo^^^ed), as in uriue of low 
specific gravity, or (_in ammuuiacal urine) partly destroyed. 

Describe hemoglobin in the urine. 

Hemi^lobin is the coloriiig-matt«r of red blood-corpuscles 
and may appear in the urine indejiendently of the blood-cor- 
puHcles. It is causwl by a solution of the stroma of the red 
bl(K)d-curpuscles in the blood leiiving the diffusible hemo- 
globin in solution, which is secrete<l by the kidneys. 

Hemoglobin may be detected by slightly acidulating the 
specimen of the urine in the test-tulie with acetic acid and 
boiliug. The coagulahle albumin of the hemoglobin will 
coagulate and on subsiding be found as a reddish sediment at 
the l>ottom, the soluble hemoglobin having changed to ineol- 
uble hematin. Another method is to add a few drops of fresh 
tincture of guaiac to the specimen, agitate, and add a few 
drops of old spirite of turpentine. If hemoglobin is present 
the color will change to rohin's-eg^ blue. 

What conditions may prodnce albumin in the nrine ? 

Albumin may be present in the urine from the ingestion 
of albuminoids, edematous exudation, excessive blood-pressure 
in the kidneys, a lack of chlorids in the blood, from blood or 
mixed with the urine, from acute fever, and toxemia, 
he presence of albumin in the urine is not always, of itself, 
sufficient evidence of Bright's disease, but if it persists and 
the urine also contains casts and renal epithelium, kidney in- 
TOlvement probably exisU. 
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THE VS.INK 26 

(Hve two tests fat albmnin. 

Heai Teit.—F\\\ a teet-tube half-full of urine (which 
should be filtered previously if it coutains seiiimeut), add 3 
drops of acetic acid to eliminate the pbosphaCet^ and beat 
(heat will clear away the cloud due to urates before precipi- 
tation of the albumin) the upper third of the urine in the 
test-tube. If albumin is present there will appear a while 
cloud in the heated portion of the urine. 

Nitrie Add Ted. — Fill a cup-ahaped sherry glass two- 
thirds full of urine. Tilt the glass so as to moisten its sides 
up to the rim, then by means of a glass tube allow 2 dr. of 
nitric acid to trickle gently down the tilted side of ibe glass 
so that it may pass down into the urine, sliding, as it were, 
along the glass, disturbing the urine as little as possible, and 
sinking to the bottom. 

Gently tilt the glass to the level and there will appear a 
sharply-defined white zone between the fluids. The faintest 
possible trace of a zone represents -jij of 1 per cent, by weight 
of albumin. The bottom of the glass can be seen through 
any zone of less than 1 per cent. If 1 per cent, or more is 
present the zone is opaque. About 2 per cent gives the zone 
a peculiar thick curdy appearance. 



Wliat does sugar in the urine indicate 7 

A constitutional rather than a local disease. A disorder 
of nutrition in which sugar accumulates in the bluod and is 
excreted by the urine, the daily amount of which is increased. 
The most common cause of glycosuria is an alteration in the 
organism which prevents the proper metabolism of the carbo- 
hydrates. Sugar in the urine is not due to renal disease, and 
any small amount of albumin found associated with it is due 
. to the passage of sugar through the kidneys. Sugar as glu- 
cose, in minute quantity — not more than IJ gr. in twenty- 
four hours — is not abnormal but persistent, and large quan- 
tities of sugar in the urine indicate diabetes mellitus. Less 
frequently sugar in the urine is caused by cerebral or nervous 
affections. In glycosuria the quantity of urine passed in 
twenty-four hours may reach 2 gallons or more. It is pale 
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26 OENITO-URINARY AND VENEREAL DISEASES. 

yellow, often greenish, with high specific gravity, usually 1030 
to 1040, aud the urea is ahDurmally iucreased. 

Oive two tests for sugar. 

Feli/iiig's Tfnt — To 1 dr. of liq. potass, iu a test-tube add 
4 gr. of tartaric acid, heat to boiling ; then add 6 to 10 drops 
of a Holution of copper sulphate (40 gr. copi>er sulph, to 2 oz. 
i)f pure glycerin), shake and boil again. To this fluid, which 
JM <jf a deep-hlue color, add the uriue (which should have 
iKMtn filtered), a few dro|« at a time, heating between each 
wTiett of <lro|)B until there is added almut half as much urine 
ax there is »)lution in the tul)e. There results a yellow pre- 
cipitate— ap|)earin^ quickly if there is a large amount of 
Miigar present, and slowly if the amount is small. 

Iliiineii' TenL — Take pure copj^r sulphate (30 gr, to i oz. 
of water), mix thoroughly, and add 5 oz. of liq. potass. In 
testing with this solution take about 1 dr. and gently boil in 
ail unlinary test-tube. Next add from 6 to 8 drO[)S (not more) 
of the suspected urine and again boil. If tlie sugar is present 
a copious yellow or yellowish-red pre<;ipitate is throwu down ; 
if no such precipitate appears, sugar is al)sent. 

Are epitlielial cells normallr present in tlie urine 7 

Yes. Their form and quantity may, however, indicate 
pathologic conditions of certain parts of the gen i to-urinary 
tract 

Describe the apitlielial cells from tlie several parts of the 
urinary tract. 

Cells from the uriniferous tulniles are of the spheric granu- 
lar ibrm, with faint outlines, but with clearly defined nuclei. 
They raay be single or agglutinated, as epithelial casts. 

Cells from the loops of Henle are tessellated; from the 
straight tubes they are of the columnar variety. 

Cells from the renal pelvis are tessellated epithella, con- 
sisting of biconvex and caudate cells; the former being as 
long again as they are broad, the latter ovoid and club- 
shaped, ending in a fine point. The nuclei are well defined. 

Cells from the ureters are tessjellated ejiithelia, composed 
of polygon cells, with central and clearly defined nuclei. 
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Cells from the upper layer of the bladder are flattened 
polygon cells ; while those from the deeper layer of the bladder 
' a appearaoce. 




Via. 6.— Renal epithelial cells and epilheliat cells tWim renal pelvis. 



Wliat are the principal forms of tnbe casts fonnd in the 
urine? 
The most important form is the epithelial cast, composed 
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28 OEHrrO-URISARY AND VENEREAL DISEASES. 

of cohereot epithelial cells of the tubea of Bellini. They are 
generally pale and transpareut, and around them small round 
cells and nuclei may l>e recognized. 




The hyaline casts are pale transparent cylinders of \ 
sizes and configuration which show in delicate outlitiea. They 
are also termed mucous caste. A modification of the hyaline 




bloofl nnd pus oorpuGclcs 



cast is called a waxy cast It has a distinct outline, slightly 
yellowish color, and a wasy luster. 

Granular casts, also termed fibrous casts, resemble the 
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hyaline casta, but have granular conteuts consietiug of cells 
which have suffered granular change, which givee them a 
darker appearance. They may contain, also, oxalates, blood 
and pus corpuscles, fa^globules, and epithelial cells. 




PiQ. 9.— Hyaline CMts, »lso one epithelial 



Have the different tube casta always positive value for 
differentlatiiig the vajious forms of nnal disease ? 

Not always, for in acute and chronic nephritis, aa well as 
in amyloid degeneration, all the varieties of tube casts may 
be present When one variety only appears it is of differen- 
tial diagnostic value, as when the epithelial casts alone per- 
sist they point toward the existence of a desquamative 
nephritis. 
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GENTTO-XJRINARY DISEASES AND SURGERY. 

MALFORMATIONS. 

Sntunerate the malfionnatiioiis, iqioiies, and diseases of the 
urethra. 
Hypospadias, epispadias, imperforate meatus, cootusions, 
laceratiuus, foreign bodies, and tumure. The urethra may be 

absent or reduplicated, but such case^ are uf auaUimic rather 
than surgical iutereat. 

What is hypospadias 7 Mention its fonnB. 

A deficiency of the urHthra. The meatus may open at any 
point between the tip of tlie penis and the membranous por- 
tion. The situation which the urethra should occupy is a 
groove. If the glaiis only is involved it is called glandular 
hypospadias ; if the urethra of the pendulous portion is also 
an open groove, it is called penile hy[K»padias ; if it extends 
back as tar as the perineal portion, it is called perineal hypo- 
spadias. Their frequency of occurrence is in the order named. 

Give description and treatment of glandular hypospadias. 

There is no fi-enum nor floor of the urethra in the region 
of the glans, and the prepuce hangs over the head in a loose 
flap. This condition may Iw relieved by eniai^ng the 
urethral opening with a knife and keeping it open by dilata- 
tion with sounds. 

If the sulcus in the glans is deep enough to make a urethra, 
its edges may be denuded of epithelium and drawn together 
with sutures over a No. 8 American catheter, which should 
be kept in portion five or six days. After the edges are 
suturwi an external perineal urethrotomv should be done for 
urinary drainage. When union is firm the newly made 
urethra is united to the old by paring and suturing its end to 
the penile portion, using a catheter to facilitate accurate junc- 
tion. 

Another operation (Beck) is to free the urethra well 
back, bring it forward, and suture the end to an opening 
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punched through the glaos. la this method there is no fistula 
formed. 

Describe penile hypospadias. Give treatment. 

The opening is near the peuoscrotal junction, and the penis 
is often diminutive and held down by adliesions to the scro- 
tum, which may almost aurrouud it. The fibrous sheath is 
developed disproportionately to 
the corpora cavernosa, which 
are permanently curved duwD- 

The first step in any opera- 
tion for this tbrm of hypospa- 
dias is to free the penis from 
its adhesions to the scrottim by 
transverse incision through the 
sheath of the corpus <.a\er 
nusum on its lower surface 
avoiding the erettile tissue so 
that its cuT\ature can be cor 

rected. The perns is then Drp?,J"i"^ltSo^\?s5ramcMu8" 
dressed straight on a spImL ^„^"'"j'' jlf„7',|'"acr''8k?t.'^"'Hn^ 

After recoven from this pre- Ihreefurthg if an hid <lii| ad 

liminary operation is complete uro"h"rS ^d* i^«atr(cJrt';B'" 
the cure of the urethral de 

formity should be undertaken A most successful operation 
for this deformity is that of Eoehet's modified Nov^Josseraml 
operation. (See Keyes.) 

Oive the description and treatment of perineal hypo- 
spadias. 

The urethra opens in the perineum behind the scrotum, 
aud the penis is infantile and burie<l Ivetween the testicles if 
they have descended. The urethral opening is in front of 
the cut-ofT muscle in this variety. The patient always has 
control of the bladder contents. If Ihe testicles have not 
descended, this condition may be mistaken for hermaphro- 
dism. 

The treatment is that advanced for penoscrotal deformities. 

, , , l..o.«le 
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Wliat is epispadias ? Mentdon its foims. 

The roof of the urethra is partly or entirely absent, the 
opeuiDg being between the corpora caveruoea. The groove is 
on the dorsum of the peois. It may be glandular, penile, or 
complete. 



Fio, 11.— Complete eplBpadlaa. 

Descnbe glandular epispadias 

Glandular epnpadias consists of a total ahoenoe of the plans 
and prepuce The operation lor itt ujrrection correspinds to 
that for elanduJar h>poopidiaB 

Descnbe penile epispadias 

There ia no penile urethra The dislocated meatus k on 
the dorsum of the pern's a' its root The operation tor its 
correction corresponds to that for penile hypospadias. 
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Describe complete epispadias. 

In complete epispadias there is no urethra at all, the groove 
ftloDg the upper surface of the organ extending into the neck 
of the bladder. A complicating extroversion of the bladder 
is common. In epispadias (unlike hypospadias), the muscles 
of the bladder neck being incomplete, there is necessarily in- 
continence of urine. Ordinarily it is better to sentence the 
patient to liie-long use of the leg urinal than to essay opera- 
tion. If exstrophy of the bladder demands correction, the best 
procedure is Maydl's operation, and consists of the implanta- 
tion of the bladder wall immediately surrouudiug ihe mouth 
of the uret«rs into the colon, thus diverting the urine into the 
gut. 
What is imperforate meatus 7 

A thin membrane closes the meatus. When the urine comes 
down to the end of the jtenis, it bulges the membrane ; the 
urethra can be felt full and distende<l with urine, and the 
diapers are dry. 
What is tlie treatment of imperforate meatus ? 

The membrane should be slit and a full-size^l sound intro- 
duced a short distance, to insure complete dilatation, 

THE URETHRA. 

What conditions of the urethra ma? follow internal and 
external violence ? 

Contusions, incised wounds, and lacerations. Internal in- 
juries are generally from surgical interference. The penile 
portion, on account of its extreme mobility, is only exception- 
ally injured by external violence. The deep urethra is fre- 
quently injured by falls and blows upon the ]>erineum, A 
slight blow may produce serious injury without corresponding 
external evidence. 

What is the ia-eatment of injuries vS the urethra ? 

Remove any foreign substance, check hemorrhage by for- 
ceps or pressure, with or without the aid of the sound. 
Usually a catheter should be retained for a Jay or two to 
prevent extravasation of urine. In extensive injury of the 
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peDiIe portion, perineal incisioa affords draJDage for the urine. 
The perineal tube should remain in situ for eix or eight days. 
In injuries of the posterior urethra a catheter should be 
passed iuto the hladder and retained iu )>osition for at least 
one week, or perineal section performed. In all injuries of 
the canal, sounds should Im passed subsequently, perhaps for 
several months, to prevent stricture. 

Wliat foreign bodies are sometimes found in the uietlira ? 

Slate pencils, sticks, and pieces of cott«n have been found 
in the urethra. Children, led by curiosity, frequently intro- 
duce foreign substances. Such a body may work on into the 
bladder and become a center for the formation of stone. The 
common symptonis of foreign bodies in the urethra are hem- 
orrhage and urethritis. 

Wliat is the treatment of fbreign bodies in the nrethra ? 

If possible knead the object into the fossa navicularis, 
where it may be captured with tbrcei®. If manipulation 
fails, try for it with urethral forceps through the endoscope. 
It i« Iwtter to reach foreign bodies through a perineal section 
than to set up inflammation by prolongeil taxis. 

Name the tumcn^ of the nrethra. 

Papillomata and mucous polyjw (rare). The common 
symptom is a glairy discharge. 

What is the treatment of urethral tumors? 

If they are papillomata remove them through the endo- 
scope l>y forceps ; if polyps, by scissors. If f=oft, a probe 
armed with a hard cotton swab may be passed below the 
growth and withdrawn, crushing the growth against the edge 
of the endoscope. The stump should lie touched with a strong 
solution of silver nitrate. Cystic urethral glands should be 
incised through the endoscoiie and their bases cauterized. 

THE PENIS. 
Enumerate the diseases of the penis. 

Cellulitis, cavernitis, varicose veins, tuberculosis, and tumors. 
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Describe cellulitis of the penis. 

An inflammatory infiltratiou of the penis. It may arise 
from baianoposthitis, or chancroid complicated by phimosis, 
and may spread to the scrotum, thighs, or abdoaien, or may 
involve the erectile bodies, when there is added danger from 
urinary retention, infiltration, and gangrene. 

Vliat is the treatment of cellulitis of the penis ? 

Put the patient to bed, elevate the organ, and apply cold 
wet bichlorid compresses. Tension should be relieved by 
puncture, and if extravasation occurs, free openings are 
required. 

What is cavernitis ? 

Inflammation of the cavernous Itodies. It may follow 
cellulitis, especially inflammation of the bulb of the corpus 
spongiosum. It may also succeed inflammation of the urethral 
follicles, or the infiltration of urine through some part of the 
canal. 

What is the treatment of cavernitis 7 

Induratiou in the erectile bodies should be freely opened, 
packed to check hemorrhage, and, laler, irrigated often 
enough to keep the parts clear of obstruction. 

Describe tuberculosis of the penis. 

Tuberculosis may occur iu the urethra, or as ulcers, resem- 
bling the chancroid on the glana ; or it may appear as a 
necrotic mass which is readily mistaken for syphilitic gumma. 

What is the treatment of tuberculosis of the penis ? 

Constitutional and local. Tonic and hygienic regulations 
appropriate to tuberculosis elsewhere. The penis and in- 
guinal glands may be removed in order to prevent a general 
tuberculosis from these foci. 

Describe varicose veins of the penis. 

An enlargement of the veins which when seen is character- 
istic 

., .„ L.oogle 
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'Vnia.t is tbe treatment of varicoae veins ctf the penla 7 

Subcutaneous ligatiou. If tbe dorsal vein impairs erecdoD, 
it t^huuld be ]igat«(l near tbe root of the penis. 

What tumors appear upon the penis 7 

Sebaceous and dermoid cysts and malignant growths. The 



FiC. 12.— Varicnse vetna of penis (Demarquay). 

former occur behind the corona or upon tbe integument. 

Dermoid cysts are ofteneat seen along the raphe. 

What is the treatment of tumors of the penis ? 

Removal through a free incision. If the resulting cavity 
is small, touch it with tincture of imlin ; if large, pack it 
with gauze until it 611s by granulation. 
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Describe malignant tumors of the penis. 

Cancer usually develops from the glans or prepuce and 
may show a tense or raoist surface or have the appearance of 
a cauliflower. A wart which persists or spreads, or an ulcer 
which develops a spreading induration which breaks down, 
should he suspected. There is rarely a marked cachexia. 
The inguinal glands may or may not I>e affected. The 
microscope may establish a positive diagnosis. 

What is the treatment of maUsnant tnmOT of the penis 7 

Amputation. 
Describe amputation of the free portion of the penis. 

A No. 20 French sound is passed into the bladder, to indicate 
the position of the urethra. Apply an elastic bandage to the 
root of the penis, make an incision into the skin of the penis 
completely around the organ and at least i of an inch 
from the disease. The natural elasticity of the skin will re- 
tract the flap. Expose and ligate the dorsal artery and vein 
of the penis. Divide the corpora eavemosa transversely at 
a level with the contracted skin flap. At a point about i 
inch farther forward divide the urethra transversely. With 
catgut suture the ends of the corpora cavernosa ; this stops 
bleeding. In the midline below make a short incision through 
the skin ; make a corresponding cut through the urethra ; su- 
ture the split urethra to the skin. The splitting and suturing 
prevents contraction. 

Describe complete amputation of the penis. 

Place the patient in the lithotomy position, split the scrotum 
completely along the raphe, and thoroughly expose the corpus 
spongiosum. Pass a sound through the urethra to the trian- 
gular ligament. Separate the corpus sjHingioaum from the 
corpora cavernosa. Remove the sound. Divide the corpus 
spongiosum and isolate the urethra as far back as the trian- 
gular ligament. Continue the scrotal incision through the 
skin around the root of the penis. Divide the suspensory liga- 
ment Separate the crura from the pubic bones. The only 
vessels requiring ligation are those of the crura. This com- 
plet«s the amputation. Make a short split in the urethral 
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stump. Suture the edges of the split urethra to the posterior 
pimiou of the scrotul wouud. Suture the skin wound aAer 
providiug for drainage. 

Should the inguinal glands be remoTed ? 

Yes, if the maliguaDt growth demands ablation of the 

penis. 

Describe the o|ieration for tlie removal of the lugninal 
glands. 
An incision is made along Poupart's ligament. To remove 

the glnndii alwve this line, eut inward to the &scia of the 
external oblique muscle, and then, with a blunt instrument, 
disaect fat and glands, beginning at the outer angle of the 
wound. In removing the glands below the ligament, begin 
also at the outer angle. The saphenous vein, which is near 
the surface, is to be avoi<led ; also the vessels and nerves of 
Scar[>a'H triangle, l>elow, 

THE SCROTUM. 
Describe the scrotum. 

The sirrotum is a bilateral pouch with a raphe in the 
median line. The left is the larger side. The scrotum 
contracts as a whole when affected by cold or emotion and 
during the sesual acL It becomes flaccid under the influ- 
ences of heat an<l body relaxation and in the aged. The 
contraction of the scrotum which throws the integument into 
rugie is caused by the dartos, or contractile tissue, which 
underlies tlie skin. Thia contractile quality should be remem- 
bered when dealing with wounds of the scrotum. 

Name the diseases and injuries common to the scrotum. 

Edema, urinary infiltration, emphysema, gangrene, tumors, 
redundancy, varix, lacerations, contusions, and punctured 
nounds. 

Describe edema of the scrotum. 

Dropsy of tlie scrotum is usually a manifestation of reual 
or cardiac disease, or of malignant or tiil>ercular ufiections. 
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The sac becomes disteDded, smooth, pallid, cold, and often so 
teDse that the surface shines. At first milch of the effusion 
may be pressed out, but if the affection contiuues long, inflam- 
matory changes occur and the skin becomes iufiltrated and 
hard. 

What is the treatment of edema ot the scrotum 7 

The coustitutional conditions present should always be 
treated. Support the scrotum by a flannel bandage giving 
uniform pressure. Blebs should be opened, excoriations 
treated with drying powders — such as pulverized acetanilid, 
aubgaJlate of bismuth, calomel, or boracic acid. Punctures 
and scarifications are not usually recommended, aa they en- 
courage ulceration. If alwcess forms it must be freely 
incised, and the cavity packed and kept surgically clean. 

Desciibe eztravasatioii of mine into the scrotum. 

Urine burrowing into the scrotum produces tumefaction, 
hardness of its walls, and, if unchecked, inflammation, abscess, 
and gangrene. 
What is the treatment ot urinary extravasation into the 



Efltablish free drainage by incision, and force healing from 
the bottom by packing the wound. 

What is emphysema of the scrotnm ? 

The presence of gaa in its tissues. It may enter through a 
local wound, come from the intestine or air passages, or may 
result from bacteria! action. 

What is the treatment of emphysema of the scrotmn ? 

When the gas is generated within the scrotum an incision, 
drainage, and surgical cJeanlineas are sufficient ; when intro- 
duced from without, the cause is treated. 

What is gangrene of the scrotnm ? 

Death of the parla. It may follow edema, injury, or 
extravasation of urine; it may also occur. spontaneously in 
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the debilitated. The scrotum becomes red and tumid, the 
color witliit) twenty-four to tbrty-eight hours turning black to 
a line of deinarcatiou. The ^angreuoua area may cover part 
of oue or l>oth testicleit. The dead tissue slowly sloughs, 
ex|)0«ng the underlying testidea. Granulation tissue usually 
finally covers them. 

What is the treatment of gangrenous scrotum ? 

Maintain the general health by tonii's and nutritious food. 
Opium, in sufficient quantity to quell irritability, is indicated. 
Wait for the line of denuircatiou. Clean away any slough 
easily detached. Htimulate the parts by warm applications, 
and establisli a general antiseptic local treatment 

What tnmors may develop in tihe scrotnm ? 

8elMLceoua and dermoid cysis, and, infrequently, epithelial 
growths. 

What is the treatment of tnmors of the scrotum 7 

Heuigu tumors should he shelled out through a small 
inctision, and the wound cavity i>acked with surgical gauze or 
closed with gut sutures. Malignant growths should be re- 
moved hy incision through surrounding tissue which is cer- 
tainly healthy; the testicle, if it is adherent to the scrotum, 
should Ijc taken also. 

What is redundant scrotum ? 

An elongated and relaxed condition of the sac. 

What is the treatment of redundant scrotum ? 

If varix is present its correction is frequently followed by 
cure of the redundancy. 

To remove superfluous scrotal tissue, clamp off the excess 
below the testicles and cut along the outside edge of the 
clamp. Release the clamp and check all hemorrhage. Close 
the wound over the testicles with sutures. Drainage is some- 



what are the common injuries of the scrotum ? 

Contusions (pinches), lacerations, and punctured wounds. 
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What is the treatment of injuries of the scrotnm ? 

Id all laceratioDs and contusioiis of the scrotum the parte 
should be supported by a triangular bandage, and cooling 
applications applied. The wounds should be thoroughly 
cleansed. Sloughs should be given time to show their lines 
of demarcation. 

What is hydrocele 7 

An accumulation of fluid in the tunica vaginalis teeds. 

The characteristic ibrra of hydrocele is that of an egg with 
its tip directed upward. Its transpareucy (which is always 
present, except iu cases where there is inflammatory thicken- 
ing of the walla) is diagnostic. To examine, darken the 
room and look through a i>aper tul)e held close to the scrotum. 
A candle or small brilliant light held to the scrotum, on the 
other side, furnishes illumination. The testicle appears as a 
dark spot 

Differentiata between hydrocele and hernia. 

In hydrocele the tumor begins below and extends upward ; 
in hernia the development is from above downward. 

The growth in hydrocele (unless traumatic) is always slow, 
while hernia may appear suddeiily. Hydrocele is transluceut ; 
hernia opaque. In hydrocele, percussion yields a flat note 
and causes a fluctuation wave ; in hernia the percussion sound 
is more or less resonant and yields no wave. In hydrocele 
the testicle cannot be outlined, while in hernia it is usually felt 
below the tumor. To determine that a hydrocele is simple, 
evacuate the sac and manipulate. 

What is the treatment of hydrocele ? 

Grasp the tumor from behind so as to steady it, puncture 
the skin just below the middle of the tumor, and thrust the 
point of the trocar through the tunica vaginalis reflexa. The 
obturator is then withdrawn and the fluid drained away. 
The patient should stand during the operation. This pro- 
cedure may be repeated many times. Frequently a second 
or third tapping is followed by a cure. Another method, now 
rarely used, is to inject through the tube of the trochar, after 
complete evacuation of the tumor, a few drops of compound 
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tincture of od u ii 1 carl ol c a d crystals, with enough water 
to make a solut oa I tl m n tory reaction is sometimes fol- 
lowed by obi t«ratio of the cav ty by adhesion of its walls. 



Fig. 13.— Hydrocele (Keen and White). 

What is the radical operation for liydrocele ? 

Lay ojjeu the sac, grasp the tunica vaginalis reflexa aud 
suture its edges Co the edges of the skiu incision. Drain with 
tulte or gauze. Apply dressings. 

Bei^mann's operation is done as follows : Through the skin 
make an incision extending from near the upper to near the 
lower end of the hydrocele. Exjxiae the sac, and by blunt 
and sharp dissection 8e|>arate it from its coveriugs until its 
connections with the testicle are reiiched. Open the sac and 
trim it off close to tlie testicle, check hemorrhage, close the 
wound with or without drainage, apply dressings, and support 
the scrotum. 

Jalwulay's operation is done as follows : Incise the hydro- 
cele. Bring the testicle out through the wound. Ligate and 
divide the gubernaculum testis. Fold the two sides of the 
divided sac l>ehind the testicle and fix them there by a few 
sutures, one of which must intersect the superficial tissues of 
the cord. Reduce the testicle. Close scrotal wouud by a few 
Butures, 
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What is hematocele of the scrotnm 7 

A sudden extravasation of blood into the cavity of the 
tunica vaginalis. 

What is the treatiaent of hematocele of the scrotum ? 

If small, promote absorption ; otlierwiee, incise, turn out 
the clot, and treat aurgically. 

THE TESTfCLES. 
Descrihe the testicles. 

The testicles are developed in the abdominal cavity of the 
fetus. About the fifth month of fetal life they begin to 
descend and pass through the inguinal canal into the scrotum, 
arriving there about a month after birth. Each, suspended 
by its spermatic cord, lies loosely in the scrotum, surrounded 
by connective tissue. The left is usually slightly longer than 
the right and hangs lower. The average weight in the adult 
is 6 drams. During venereal excitement the testicles are 
turgesceut, firm, and elastic ; otherwise, soft and yielding. 

The proper coverings of the testicle are two — the tunica 
vaginalis and the tunica albuginea. The former is the serous 
covering of the testis. It is a closed sac investing all the 
testicle, except where the epidiiJymie is attached behind, and 
the remains of the gubernaculum below. It dips down pos- 
teriorly between the epididymis and the testicle, forming a 
cul-de-sac, at the bottom of which the sac on tlie two sides 
comes together. On the outer side the tunica vaginalis covers 
and closely invests the epididymis. The reflected portion 
forms the closed sac and extends up the cord some distance. 
The cavity of the tunica vaginalis supplies enough fluid to 
lubricate the testicles, so that they slip a1>oiit easily in the 
sac The tunica albuginea is the proper investing membrane 
of the secreting portion of the testicle. It is a dense, white 
fibrous tissue, slightly extensible. The epididymis caps the 
testicle proper and skirts its posterior Iwrder. It begins above 
where the vasa efferentia issue through the tunica albuginea. 
These canals immediately dilate and collect in convoluted 
cones, forming the head or globus major, which lies on the 
top of the testicle. The convoluted cones all empty into one 
canal, the canal of the epididymis. The body is separated 
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^m the teeticle by the cul-de-sac of the tuaica vftglnalU. 
Below, the caDal of the epididymis convolutes and forms the 
tail of the epididymie or globus miiior. The tail is united to 
the testicle by coonective tissue, acd from that point the canal 
becomes dense and is knowu as the vaa deferens. 

OlaBsilr and describe tlie anomalleB of the testicle. 

{Excess Polyorchism. 
( . .Absence — Anorcbism, 
Deficient! 
' — r^-"-' j t . . FuBloii-SynorchiBiu. 

development. , i„ excess Hypertrophy. 

\ Size. \ 

1 Deficient Atrophy. 

1 Incomplete migration . . Betention. 
Abnormal migration .... Ectopia. 
DcH:eudeil Inversion. 

— (MONOD AND TEBBILLOS.) 

What la polTorcMsm ? 

A term indicating that more than two testicles are present. 
It should be distinguished from a pedunculated tumor, an 
encysted hydrocele, or au omental hernia. 

What is anorchism ? 

The absence of one or both testicles. The epididymis in 
these cases is usually absent. The vas deferens and seminal 
duct may be present or al>sent, and rarely the testicle may 
exist without its attachments. 

What is synorchisin? 

Fusion ol' the testicles. Mentioned as a curiosity. 
What is cryptoTchism 7 

Absence of one or both testicles from the scrotum, but ex- 
istent elsewhere in the body. The diagnosis between crypt- 
orchism and anorcbism may depend upon the result of an ex- 
ploratory operation to find a testicle which has not descended. 

What Is monorchism ? 

A term meaning the presence of but one testicle. 
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Wliat is ectopic testicle 7 

One that has lodged Bomewliere out of ite normal situation, 
as at the saphenous opening, at the ba% of the penis, or in the 
perineal r^on. 

What is retained testicle ? Olasdfy retained testdde. 

A testicle checked in its descent It majr lodge in the 
abdomen above the internal ring, below the ring, at the ring, 
or under the pubes. Retained testicle is classified as (1) 
Abdominal retention; (2) inguinal retention; (a) internal 
inguinal retention ; (6) interstitial inguinal retention ; (c) ex- 
ternal inguinal retention ; (3) puboscrotal retention ; (4) 
retained testicle, its epididymis and vas descended normally 
into scrotum. 
"Vha-t is inversion of the testicle ? 

A testicle turned wrong side up, or rotated, \\a long axis 
horizontal or abnormally attached to the epididymis, or above 
and in front o^ instead of below and behind, the tunica 
vaginalis. 

What is the treatment of ingmnal retention of the testicle ? 

Keduction or operation before the tenth year. Reduction 
is accomplished by continuous pressure from a truss or its 
equivalent. 

Operation (Broca) is done as follows : Open the inguinal 
canal ; free and tie ofi' the hernial sac if present ; then divide 
the cremaster muscle and other restricting bands ; free the 
cord thoroughly from surrounding fascia and anchor the tes- 
ticle as low as possible in the scrotum. Close the inguinal 
canal as for radical cure for hernia. 

Esnmerate the iitjuries and diseases of the testicle. 

Luxations, contusions and punctures, gangrene, hyper- 
trophy, atrophy, neuralgia, tumors, tuberculosis, epididymitis, 
orchitis, hydrocele, spermatocele, pyocele, and hematocele. 

What is luxation irf the testicle 7 

Dislocation of the testicle. It is generally due to muscular 
contraction and is seldom seen. The testicle may be found in 
the inguinal canal, upon the pubes, or on the thighs. 

r.r ..I A't-HH^Ie 
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Wliat is the treatment of luxation of the testicle ? 

Replace and retain it in its proper position by operation. 
DeBcribe contudons and punctures of the testicle. 

If the injury l>e slight, tenderiie;* of tlie organ and ecchy- 
tiiosis of the scrotum may he the only evidences; if severe, 
there is hematocele or orchitis, or both. Either may result 
in atrophy of the orfrnii. If the puncture is small, there may 
be little or no hemorrhaire ; if deep and large, there may be 
hematocele, awellinp; of tlie organ and protrusion of its sub- 
stance through the wound. 

What is the treatment of contusions and punctures of the 
testicle? 

For contusions, rest in bed with the parts slung upon the 
pul>es, and cold comjire^sea 

For puuctured wounds the treatment is practically the 
same. If the glandular sul)stuuce protrudes, the scrotum 
should be opened, the testicle exjHMed and cleansed, and the 
hernia, if possible, reduced. If irreducible, snip the granular 
sut>stance off on a level with tbe testicle. Even if destruction 
is great tbe treatment should be conservative. 

When does hypertrophic of the testicle occur ? 

Generally in couipeusation for the absence or crippled con- 
dition of the other. No treatment. 

When does atrophy of the testicle occur ? 

As the result of orchitis, or from interference with its Mood 
supply. The treatment is to remove tlie cause. This is pos- 
sible in very few cases. 

What is irritahiUtr of the testicle ? 

A superlative sensitiveness of part or all of the gland. 
The organ may be either slightly tumid or flabby, while the 
dartos tissue of the scrotum is relaxed. 

What is the treatment of irritahle testicle ? 

Soothing lotions applied with the sci-otum elevated, proper 
'ftl hygiene, and large doses of hromid of potassium. 
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Describe neuralgia of the testicle. 

Aq excessive irritability of tiie organ due nearly always to 
disease of the urethra. It may be terrible in intensity and 
become paroxysmal. The pain increases upon exercise, and 
may be constant, acute and darting, or heavy and dragging. 
The cremaater contracts spasmodically during the paroxysms. 
But one testicle usually is involved, and there is no patho- 
\ogic or febrile reaction. This trouble may occur without 
assignable cause, or be the result of sexual excess, long-con- 
tinued erection, or nervous depression. 

Wliat is the treatment of neuralgia of the testicle ? 

Cure the disease of the urethra, upon which it depends. 
Judicious physical exercise, diet, fresh air, and regular habits 
are important Sounds and instillations of silver have their 
use. A daily rectal douche, hot or cold, is often beneficial. 
Ethyl chlorid spray against the front of the scrotum fre- 
quently gives relief. 

Name the malignant growths of the testicle. 

Carcinoma and sarcoma are the commonest. The age at 
which malignancy appears is from fifteen to forly-five. Sar- 
coma is rarely found in young children. The disease begins 
in the connective tissue, between the tubes, or in the glandu- 
lar epithelium of the tubes, and, incrensing in size, soon in- 
volves the entire tissue. The tumor is smooth and uniform, 
until the tunica albngiuea breaks down, after which the 
growth increases rapidly, feels irr^ular and nodular, with 
soft areas. The scrotum sloughs, allowing enormous over- 
growth, and the adjacent glauds become involved. The lower 
extremities swell and the general health rapidly fails. The 
treatment is surgical. 

Describe the operation of remoral of the testicle. 

Make a longitudinal cut in the scrotum, drag out the tes- 
ticle (if adherent to the scrotum, liberate it and secure bleed- 
ing-points), make the cord tense, tie, cut it, allowing the stump 
to retract. Suture the scrotum ; leave drainage. 
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How does tnbercnloaia of the testicle occnr 7 

Associated with diffuBe niiliary tuberculoBiH ; or one or 
more tubercular nodules may appear. The latter are usuaDy 
seeu in the epidydimis and involve the testicle secondarily. 
Any hard growth in the testicle, and especially when others 
are found elsewhere in the genito-urinary tract, appearing 
without apparent cause and without symptoniB, should be con- 
sidered tubercular. Tubercular nodules may remain latent 
in the epididymis for months, but ultimately there are swell- 
ing and pain as preliminaries to abscess. Before the forma- 
tion of pus one or more very dense nodules become cheesy. 
The skin becomes adherent over a circumscribed tumor with 
hard walls and a center of soilening. 
What is the treatment of tuberculosis of the testicle ? 

Castration and high removal of cord. 
Describe epididymitis. 

Epididymitis is usually a sequel of gonorrhea appearing 
about the third week of the disease. It may occur as early 
as three days after acute infection or not until a gleet has run 
a course of months. The inflammation is most acute at one 
or the other heads of the organ, usually the globus minor. 
The process may be sharply limited or it may also iavolve 
the testicle. When both organs are involved it is called 
epididymo-orchitis. Some individuals seem so predisposed 
that every attack of gonorrhea means epididymitis. This 
complication is, however, usually avoided if the patient wears 
a suspensory bandage, abstains from overexertion, and avoids 
sexual excitement and alcoholic indulgence during all stages 
of his gonorrhea. 

Epididymitis may be acute and is prone to run into the 
chronic form, or may be subacute from the start. It usually 
terminates in resolution, rarely abscess. One attack predis- 
poses to another. It is often double, but the two testicles are 
rarely simultaneously affected, the inflammation of one usually 
preceding that of the other by a number of days or eveu 
weeks, after which the disease sometimes returns to the testicle 
first involved. The chief cause of epididymitis is gonorrheal 
infection travelling along the urethra up the ejaculatury 
ducts and along the vas deferens to the globus minor. In 
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acute epidiiiymitis the tunica vaginalis is involved id over 
one-third of the caaes. Inflammatory deposit may occlude 
the spermatic canal, and if thia occurs in both canals the 
patient ie rendered sterile without atrophy of the organs. 



onic tiibercultwls of the testicle : The t«Ftlcle is murh 
■ number nf Irreeiilnrlv outlined paseous foci : the 

a ...xu..,, udt Ib elongated, SBttened, and Mretched over the en- 

le (SeDD). 

Wliat are the BTinptomB of acute epididymitis ? 

At first a vague feeling of uneasiness is felt in tlie testicle 
and along the cord. The pain increases and the testicle 
swells rapidly, the scrotal tissue becomes edematous and 
purplish. The patient walks in a stooping posture. The 
inflamed mass rapidly reaches the siMt of a man's fist and the 
cord becomes swollen and painful. Occasionally the cord 
may become partly strangulated in the ipguinal canal, ,f hp 
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pain is of a drag^ng, sickening cliaracter, causing faintDess. 
Ah inflammation proceeds the urethral discharge ceases, only 
to begin again upon the subsidence of the epididymitis. The 
tunica vaginalis is usually involved, and an efTusion takes 
place In the sac forming a fluctuating tumor, which is often 
mistaken for the testicle. Careful manipulation will discover 
the latter behind the swelling. 

Wliat is tbe treatmsnt of epididymitia ? 

Prophylactic The patient should avoid violent 



Fro. 15,— Strapping of the leaticlp (Smith). 

during the existence of urethral disease and wear a sus- 
pensory handage. At the first complaint of a dragging, 
uneasy sensation in the groin or testicle the patient should 
be put to bed, the scrotum elevated and painted with a 50 
per cent guaiacol glycerin solution. If this is done early 
the inflammation may subside. The scrotum should be ele- 
vated with a handkerchief folded in a triangle, the base 
of which is placed under the scrotum, the ends brought up 
and tied to a waistband. The remaining end is brought for- 
ward and secured to the waistband so as to hold the dressings 
in place. A popular local application is the tobacco poultice. 
Boil fine-cut tobacco, and mix enough p^vjund flaxseed to 
make a poultice, which should he applied and changed 
often enough to keep the parte constantly hot for twenty-four 
hours. 

Pressure from the complicating hydrocele may be relieved 
by puncture and drainage. After the very acute symptoms 
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have subsided, say the third day. the testicle should he 
strnpped either with surgeon's adhesive strips or, better, with 
a flannel bandage 1 i[ich wide. The first turn is made over 
the ttip of the isolated testicle, then circular turns over its 
rotundity, and finally, turns are made as for bandaging the 
stump of a leg, making uniform pre?«ure. The patient is 
able to walk after the bandage is applieil. 
Wbat is orchitis 7 

Inflammation of the body of the testicle. A frequent com- 
plication of epididymitis which may also be due to traumatism 
or inflummation of the deep urethra. 

Traumatic orchitis is usually associated with epididymitis, 
the symptoms of the latter predominating. Chrouic orchitis 
may arise from some diathesis, as rheumatism, or from hyper- 
esthesia of the genitals, and is usually accompanied with 
neuralgia. Orchitis may be a sequel of mumps or other 
febrile diseases. 

What are the symptoms of orchitis 7 

Its onset is gradual, the pain is of a dull character and 
radiates from the testicle to the loins and buttocks. The 
testicle is so sensitive that manipulation may cause syncope. 
It is little altercl in size or contour, but is drawn up and 
compressed by the eremaster muscle. lis natural elasticity is 
entirely wanting. Gangrene may supervene suddenly, with 
a simultaneous cessation of pain, or the exudate may so press 
ui>on the seminiferous tubes that suppuration results. There 
may be chill, nausea, vomiting, hiccough, and constipation. 
Bilateral orchitis usually results in both sterility and im- 
potence from atrophy of the secreting structure of the testicle. 

What is the treatment of orchitis 7 

Put the patient te bed and elevate the scrotum. The use 
of jaborandi internally is recommended, also narcotics, if the 
pain is severe. Applications of ice-cold 2 per cent, solutions 
of acetate of aluminum will suiEce in the majority of cases. 
In severe cases or where pus formation is discovered or gan- 
grene threatens, the tunica vaginalis should be punctured as 
follows L With a sharp tenotomy knife incise the skin of the 
scrotum and then the tense capsule of the testicle, Several 
r.r ..I X.tHH^Ie 
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puDCturee should be made at different points on the surface 
of the testicle. If fluctuation becomes apparent, evacuate 
the pus. If hernia testis occurs, it may be reduced and the 
capsule of the testicle sutured. If it ia irreducible or fungoid, 
it should be tied off, care l)eing exercised not to draw out the 
tubules. lu cases of gangrene, chronic suppuratiou, or a 
large fungoid growth, castration is indicated. 
Wliat is spermatocele 7 

An epididymal cyst containing spermatozoa. The small 
cysts develop about the epididymis ; the larger ones within 
the epididymis. The treatment for the larger variety consista 
in aspiration and injection of carbolic acid. Small cysts 
rarely require interference. 

Wliat is P70cele ? 

An encysted collection of pus, usually tubercular, of the 
epididymis ; but it may originate from the testicle or cord. 

What is the treatment of pyocele ? 

Evacuate the sac and pack the cavity with gauze. 
What is hematocele of the testicle 7 

In injury of these parts, if the coverings of the testicle and 
spermatic cord are affected, the blood gravitates to the net- 
like tissue of the tunica vaginalis communis and forms a dif- 
fuse soft tumor in the scrotum or along the course of the 
spermatic cord. If the testicle itself is injured, an effusion 
of blood may occur within the tunica albugiuea and form a 
hematoma testis. In contusion of the testicle the pain is 
extreme, often being so severe that the patient feints or is 
proibundly shocked. Contusion of the scrotum, on the con- 
trary, is not so painful, and the extravasation of blood often 
assumes enormous proportions. 
Wliat is the treatment of hematocele of the testicle ? 

Put the patient to bed, elevate the parts, apply lead-water 
lotions, or a solution of aluminum acetate. Pressure ban- 
dages are contra-indicated. If abscess formation ia feared or 
gangrene threatens, free incisions are indicated. Abscess 
formation or gangrene are ushered in by a chill, high fever, 
and violent pain. 
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THE SPERMATIC CORD. 
Describe the spennatic cord. 

The cord is made up of the vas deferens, arteries and 
veiaB, lymphatics and nerves Id a sheath of coDuective tjssue, 
which is covered by the tunica vaginalis communis. Sur- 
rounding this is the cremastcr muscle. The arteries are the 
spermatic branch of the aorta, the deferential of the superior 
vesical and the creniaster, which cornea from the epigastric 
The veins from the testicle and epididymis tbrm the pam- 
piniform plexus, which constitutes the bulk of the cord. The 
veins unite to form a trunk wiiich has valves. Blood from 
the left testicle passes into the renal vein ; that of the 
right, into the ascending cava. The nerves are the spermatic 
plexus from the sympathetic, joined by filanieuts from the 
pelvic plexus, which accompany the artery of the vas deferens. 

The cremaster muscle has the double office of supporting 
the testicle and of compressing it during the sexual orgasm. 
That it is to some extent controlled by the will is shown by 
the ability of many men to draw the testicles to the top of the 
scrotum, 
Wliat is the vas deferens ? 

The excretory duct of tbe testicle. It runs upward from 
the tail of the epididymis to form one of the parts of the sper- 
matic cord. It lies in the inner and posterior aspect of the 
cord and can be distinguished by its greater density and the 
ease with which it can be isolated from the surrounding 
tissues. Afler passing through the inguinal ring and canal 
the vas deferens curves obliquely downward and backward 
over the base of the bladder, crosses behind the ureter and 
runs tu the inner side of that duct, separated from it by the 
seminal vesicle. At this point it becomes sacculated, then 
narrows to its original dimensions, and is joined by the duct 
of the seminal vesicle to form the common ejaculatory duct, 
which pierces the prostate and opens into the |>osterior urethra, 
just in front of and to one side of the veru montanum. 
What are the accidents and diseases common to the sper- 
matic cord? 

Wounds, torsion, tumors, hydrocele, and varicocele. 

r.r ..I L.tHH^Ie 
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Oive description and treatment of wotmds of the cord. 

Wounds of the cord are usually inflicted during surgical 
operations. The profuse liemorrhage, which is likely to occur, 
ia easily controlled by ligature. If the vas is cut, it should 
be united by anastomosis t« avoid occlusion of the duct. 

Describe torsion of the coid. 

The cord becomts twisted upon itself, usually one or more 
turns constricting its lumen. The symptoms simulate those 
of strangulated hernia. The scrotum and groin become tumid 
and tender almost at once. There are vomiting, chills, and 

What is the treatment of torsion of the cord 7 

If manipulation fails, cut down upon it and correct the 
twist ; if recurrent, anchor the testicle by a stitch to the 

dartus. 

What tumors occur in the ctai ? Give treatment. 

The several forms of lipoma. The treatment is either to 
manipulate them into the canal or tii remove them by incision. 

What is hydrocele of the cord ? 

Hydrocele of tJie cord occurs if a portion of the vaginal 
proce^ remains patent instead of becoming obliterated, and a 
serous effusion takes place into its cavity. If the vaginal 
process l>e closed only al>ove at the internal ring and below 
at the upper part of the testicle, the tumor will extend along 
the cord as far as the internal ring ; in other cases when the 
vaginal process is partly obliterated, smaller cysts are formed 
along the cord, ilydrocele of the mrd is characterized by 
the fact that there is formed a tumor, limited above by the 
internal abdominal ring, and l>e]ow, by the testicle. It is not 
reducible, undergoes no alteration when the patient changes 
position, is not forced out by coughing. Fluctuation cannot 
always be detected Ijccause the sac may he tense and dis- 
tended, or its walls too thick for the fluid wave to be trans- 
mitted. Occasionally hydrocele of the cord descends behind 
the testicle and in this case may iw mistaken for ordinary 
hydrocele. 
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What 18 the treatment of hydrocele of the cord 7 

Multiple puucture aud the injection of iodin to produce 
ioflaiumatory adhesions of its wails will cure the ordinary 



cord : B, ftlobus n 

nrihe cord: H, H. wall of the hydrocele— tbe separate layers of the proccsnus 
vsglnallB (after Lesser). 

What IB varicocele of the cord? 

Varicocele ia made up of the distended veins of the cord. 
It may be symptomatic from some intra-abdominal pressure 
or spontaneous from enlargement of the pampiniform plexus. 
Ninety per cent, of varicoceles are on the left side. Varico- 
cele develops slowly, and neither its age nor size has any con- 
stant relation to the amount of distress it causes. The pain, 
which is sometimes of neuralgic character, is felt in the groin, 
the lumbar r^on, and thighs. In pronounced cases the 
r.r ..I A'tHI'^le 
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affected testicle haogs low ; the scrotum is flaccid and feels as 
if it contained a bunch of earth-worms. If the patient lies 
down the varicocele is reduced readily, but preseure at the 
canal does not retain it 

What is the treatment of raricocele ? 

Palliative and sui^lcal. The former coosists iu wearing a 



Fio. n.— Diagram BhowinE operalion for varicocele (Keyeg). 

suspensory bandage ; the latter in subcutaneous ligation ; open 
operation, low or high. 

Descrilw subcntaneons ligation. 

Grasp the scrotum with the thumb and forefinger of one 
hand and with the thumb aud finger of the other separate the 
vas deferens from the pleitus of veins. With the patient 
standing, thrust a needle, armed with catgut, through the 
space between the vaa and the plexus of veins. The needle 
has a sliding rod, by means of which the eye can be opened 
and the catgut lii>erated. When the nee<!]e emerges from 
the posterior wall, slide the bar which opens the eye and 
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unthread the needle. Pull out one atraud, Now withdraw 
the needle ^om the posterior wall of the ecrotum beyond the 
vas and plexus of veins, but not through the anterior Bcrotal 
wall. Turn the point uf the needle slightly, so aa to pass un 
the outside of the plexus, and push it through the puncture 
in the posterior wall of the scrotum. Then thread the needle 
and withdraw entirely. There resulte a loop of the plexus 
of veins, the strands hanging out of the anterior puncture. 
Tie tight, forcing the knot down upon the plexus. Cut abort 
and allow the knot to retract within the scrotal sac. Dress 
dry. (Keyes.) 

Vliat is the low operation for Tarlcocele 7 

Incise the scrotum and expose the veins. Separate the vas 
and artery from the plexus. A strong catgut strand, by 
means of an aneurism needle, is passed so ae not to include 
the vas and artery around the plexus of veins. Tie tightly 
and cut short Suture the scrotum and dreaa dry. Drainage 
may be left. 

Describe the hiEb operation for varicocele. 

Pinch up the skin at right angles Ui a line corresponding 
with the. long axis of the canal over and a little helow the 
external ring. Transfix with a finger kuife and cut outward. 
Expose the veins iu their sheath in the bottom of the wound. 
Cut the sheath. The veins constituting the anterior portion 
of the cord then become visible. Grasp this group of veins 
and separate them, selecting one for preservation to return 
blood from the testicle. The veins to be ligated should be 
separated from the vas and the artery, which (with the sound 
vein selected) are dropped out of barm's way. Draw up the 
bunch of veins so as to include the mass occupying the scro- 
tum. Pass a chromicized catgut ligature around the lower 
portion to be tied off and secure it firmly. Now strip the 
blood from the veins and pass another ligature around them, 
about 1} inches above the first, and tie securely. Cut the 
intervening mass of veins and one strand of each ligature. 
With the remaining strands tie the stumps together. After 
tying the stumps together, cut one of the remaining strands 
of the last knot thread the remaining strand and anchor the 
r., ..I L.OtH^le 
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atumpe hj several stitcbea through the external pillar of the 
ring. The deep aud supercial fascia are now united with a 
continuous suture, and the external wound closed with a sub- 
cutaneous stitch. Tufk in a few strands of silk-worm gut in 
the lower angle of the wound for drainage. The drain may 
be removed in twenty-four hours. The inflammatory thick- 
euiog which appears at the point of contact of the stumps and 
external pillar will gradually become absorlietl. 

The patient should remain in bed for about seven days 
after this operation. 

THE SEMINAL VESICLES. 
Describe the semmal Tesicles. 

Two lobulated pouches attached to the base of the blad- 
der and resting on the rectum. They are about 2 inches 
long, J of an inch wide, and 1 iuch from before backward. 
They serve as reservoirs for the senien and secrete a fluid 
giving it additional bulk. Each sac is somewhat pyramidal 
in toTm, the broad end directe<l backward and the narrow 
end forward toward the prostate. £)ach vesicle lies to the 
outer side of its vas, its apex buried in the prostate, where it 
joins the vas at an acute angle to form the ejaculatery duct. 
Each duct is about i of an inch long. They commence at 
the base of the prostate and run forward between the middle 
and lateral lob«i and alongside of the sinus pocularis to ter- 
minate by a separate orifice close to or just within the margin 
of the sinus. 

The function of the vesicles is to store and dilute the 
secretion of the testicles and lo expel their contents into the 
prostatic sinus just before ejaculation. The diseases to which 
they are subject are vesiculitis and tuberculosis. 

Describe acute aemmal veslcatitis. 

This disease frequently occurs simultaneously with gonor- 
rheal epididymitis, the inflammation passing from the pos- 
terior urethra along the common ejaculatory duct When 
gonococcic infection occurs, the walls of the vesicle secrete 
pus, which soon distends its cavity. There is dull or throb- 
bing pain or a sensation of weight in the region of the 
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perineum, with increased uriDation and more or less teaeBmus. 
The aympfoms of acute Beminal vesiculitia are aimilar to those 
of acute posterior urethritis. The pain ie iuereaeed when the 
bladder is distended. To differentiate acute seminal vesicu- 
litis trom posterior urethritis, rectal esamination is necessary. 
Digital exploration will show the vesicle to he enlarged in all 
its dimensions and acutely tender. As in posterior urethritis 
and epididymitis, the urethral discharge may disappear tem- 
porarily. The dischai^e from the seminal vesicles is often 
colored a chocolate hue by the mixture of blood. When the 
vesicles become distended with pus, they discharge into the 
posterior urethra, the pus flowing back into the bladder, so 
that in seminal vesiculitis both blood and pus are mixed with 
the urine. 

If the inflammation is severe abscess may form. 

Describe abscess of the seminal vesicles. 

When abscess forms, the finger in the rectum deteclfi a 
large boggy and painful swelling at the base of the bladder 
and behind the outer edge of the prostate. In neglected cases 
the abscess wall may hurst and the pus burrow into the peri- 
toneum or riddle the pelvic floor. Usually, however, the 
abscess opens into the rectum or bladder. 

Wliat is the treatment of abscess of the seminal vesicle 7 
The cavity should be opened by perineal incision past the 

margin of the prostate. 

If the abscess has pointed forward a trochar or knife laid 

along the finger may be driven into it from the rectum. 

Wliat is the treatment of acute seminal vesiculitis ? 

Rest in bed, free catharsis, and low diet. Hot sitz baths 
and copious irrigations of the bowel with hot water give 
comfort. If there is severe posterior urethritis belladonna 
and opium suppositories are called for. Santal oil in 10-drop 
doses three times daily is excellent. 

What is chronic seminal Tedcnlitis ? 

An extension of a chronic inflammation of the posterior 
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urethra which has involved the ^aculatory ducts and finally 
the vesicles. It may, however, have its origin in an acute 
attack of vedeulitia. Vesiculitis may occur in two forms, 
uncomplicated inflammation and inflammation with perive- 
siculitis. In the flrst form the vesicle is enlarged and its 
walls thinned, stiffened, and hardened. The cavity is filled 
with a mucopurulent secretion which may he tinged with 
blood. In the second form there is a small round-celled 
infiltration thrown out in the early sts^es, surrounding and 
imbedding the vesicle, which later becomes organized, forming 
adhesions which bind the vesicles to the base of the bladder. 

Wliat are the snnptoms of chronic seminal Tesictditis 7 

Frequent urination, spasm of the cut-off!' muscle, and a 
glairy discharge. The patient becomes hypochondriacal. 
There is irritability of the genital tract as shown by nocturnal 
emissions, premature ejaculations, neuralgic pains, resembling 
chronic prostatitis. The pain may be reflected to the testicles, 
back, loins, and hips. 

How ma; the vesicles he examined ? 

The index finger is introduced into the rectum and counter- 
pressure made over the bladder, while the patient bends over 
a chair. The healthy vesicle is sofl^ but if vesiculitis is 
present it is tumid and acutely tender, and if peri vesiculitis 
exists it feels indurated. 

To evacuate the vesicles force the finger to the highest 
point and withdraw pressing, in a side-to-side motion. The 
discharge will show at the meatus. Where gonococdc or 
tubercular infection is suspected a smear I'rom the expressed 
eecretion, properly stained and examined microscopically, is 
of importance in making a correct diagnosis. 

What is the treatment of chronic seminal Tesicnlitis 7 

The vesicles should be emptied by stripping every five 
days. Massage causes alisorption of the inflammatory thick- 
ening and the vesicles regain their tone. Treatment must 
irequently be continued for months. 
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Describe tubercnlflr Tesicnlitis. 

It is usually secondary to tuberculosis elsewhere in the 
tract. It may be an extensiou from the posterior urethra or 
prostate, or from the epididymis. The primary form soou 
spreads ta adjacent organs, and breaking down causes rectal 
or perineal fistula. 

The dij^nosia depends upon finding hard nodules in or 
upon the walla of the vesidea and bacilli in the expressed 
fluid. The caual anterior to the seminal ducts should be 
cleansed with a boracic acid retroinjection before the vesicles 
are stripped. 

What is the treatment of tubeicnlosis of tlie geminal 
vesicles ? 

The general treatment is that laid down for tuberculosis 
elsewhere in the body. Regarding operative intervention, 
the principle that a tubercular focus should be removed 
whenever it is possible to destroy it, should be adhered to. 

Tuberculows affecting the seminal vesicles alone or asso- 
cialed with tuberculosis of the testicles or prostate is opera- 
ble, whereas a simultaneoiiH tuberculosis of the lungs, kid- 
neys, or bladder is inoperable. 

The seminal vesicles may be removed either through the 
prerectal iucision of Dietl and ZuckerkandJ. or by the method 
of Fritz Konig, or by the Young's method, through a supra- 
pubic incision. 

THE PROSTATE. 
Describe the prostate. 

The prostate gland is a genital organ, one-third glandular, 
two-thirds musculolibrous. The gland surrounds the vesical 
end of the urethra, and is placed immediately in front of 
the bladder. It is an irregular truncated cone. Its apex 
rests against the jioaterior layer of the triangular ligament, 
its base toward the bladder. It is supported by the pubo- 
prostatic ligament and the anterior fibers of the levator ani 
muscle. Besides the urethra the proatate surrounds the lower 
end of the spermatic ducts. The prostate is composed of two 
lateral lobes which develop independently during the first half 
r.r ..I A't-HH^Ie 
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of intra^uterine life, and then become united behiai] the 
urethra hy the posterior commissure, and at the same time 
covering over the urethra, by a thin layer, the anterior com- 
miasure. In the adult the lateral lobes of the prostate are 
felt as bosses on the under surface of the organ, and the pos- 
terior commissure is felt as a groove. 

How may the prostate be examined 7 

By rectal touch and by determination of the urethral 
length. To examine the prostate by rectal palpation, the 
patient leans over a table with bis left knee resting on the seat 
of a chair. The finger is introduced into the rectum for about 
li inches. The normal prostate is faintly perceptible as a 
heart-sha[>ed body 1! inches long with its apex downward. 

The examination should elicit whether there is tenderness, 
hard nodules, enlai^ement, pulsation, heat, or fluctuation. 
The prostate may be stripped by withdrawing the finger, 
pressing on a single lobe at a time in a to-and-fro movement, 
and the resulting secretion may be made into a smear, stained, 
and examined for tubercle bacilli, gonococci, or malignancy. 

What conclusions may he drawn from the examination of 
the expressed prostatic fluid ? 

If the fluid contaiua pus corpuscles, shreds, or epithelium — 
possibly micro-organisms, even the gouococci — (fluid expressed 
from the common ejaculatory duct or seminal vesiclee not 
included), the condition is one of chronic prostatitis; if 
tubercle bacilli are found, tuberculosis of the prostate should 
be suspected ; if leukocytes, cylindrical epithelium and con- 
centric amyloid concretions are found in the white milky 
fluid, having an acid reaction and not sticky, soapy to the 
feel nor cohesive ; and if the crossed-bucksaw crystals 
(Bottcher's crystals) are developed under the microscope by 
the addition of a drop of a 1 per cent, solution of phosphate 
of ammonium, true prostatorrhea is present. 

What is meant by orethral length 7 

The distance a catheter must travel from the meatus before 
drawing urine, usually from 7 to 8i inches. An increase in 
the normal length indicates enlargement of the prostate. 
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Name the injnrieB, dsfbnnities, and diseases of tlie prostate. 

Extrophy of the roof, lodged foreign bodies (stone and con- 
cretions), tuberculosis, inflammations, and hypertrophy. 

What is extrophy of the prostate 1 

Failure of the halves to unite. The treatment is similar to 
that for the correction of complete epispadias. 

What stones, concretaons, and fcnreign bodies mar be fonsd 
in the prostate 7 

Stones in the prostate are of two varieties — those found in 
the urinary tract, which are weilged in from the prostatic 
urethra, and those originating within the prostate from pros- 
tatic secretion. Stones formed in the prostate are made up 
of phosphates and epithelial detritus and rarely become lai^e 
enough to make surgical interference necessary. Numerous 
small ones may cause atrophy of the gland by lowering its 
nutrition. Small atones may evade both the rectal touch and 
the urethral souud. The symptoms of stone in the prostate 
are those of chronic prostatitis or abscess, or of stone in the 
bladder. 

Foreign bodies introduced into the urethra may penetrate 
the proatate. 

What is the treatment of stone and foreign bodies in the 



For stone, perineal section. For foreign bodies introduced 
through the urethra, the illuminated endoscope and proper 
forceps may secure the object, otherwise perineal section and 
removal. 

Describe tnbercnlosis of tiie proatate. 

Primary tuberculotjls is most common in those having the 
tubercular diathesis, and usually is preceded by chronic gon- 
orrheal prostatitis. The disease may follow a chronic poste- 
rior urethritis or appear spontaneously, and may he confined 
to one lateral half of the oi^an for years. Lf its origin is 
spontaneous, dysuria and a glairy discharge from the meatus 
occur, acconi]>anied by hematuria without antecedent symp- 
toms. Tubercular lesions elsewhere in the patient, tubercle 
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bacilli in the urine, small nodules felt on rectal palpatioo, 

spoutaneous hemorrhage, a peculiar aud acute irritability of 

the prostatic urethra, all point toward tubercular prostate. 

The prognosis is always unfavorable. 

What is the treatment (tf tubercular prostate ? 

General treatmeut such as is useful in other forms of 
tuberculosis. If symptoms referable to the bladder pretlomi- 
nate, then sublimate instillations used for vesical tub«rculoeis 
may be tried. 

Surgical treatmeut consists in removal of the entire pros- 
tate, K^ther with the seminal vesicles, provided there was 
no associated tulterculosis elsewhere. 

Where there is abscess formation, it may be liberated 
through the classical perineal incision or through the pre- 
rectal incision. Tlie abscess cavity should be curetted aud 
packed with io<loforra guuze. and ttstulffi laid open and simi- 
larly treated. 
What are the inflammator? diseases of the prostate 7 

Simple acute prostatitis or congestion, acute follicular pros- 
tatitis, parenchymatous prostatitis, aud chronic prostatitis. 

What is simple acnte prostatitis ? 

A congestion of the gland which may follow a posterior 
urethritis. It is engorged with blood and very tender. The 
symptoms of posterior urethritis predominate. The treatment 
of simple acute prostatitis consists principally in complete rest, 
hot rectal douches, and, if necessary, rectal suppositories. The 
posterior urethra requires attention. (See page 171.) 

What is acute follicular prostatitiB ? 

A more intense inflammation than the simple variety. The 
prostatic duets and superficial glandular structures become 
engorged with pus, or their orifices even occluded, so that 
small abscesses may form which are known as follicular 
abscesses. The symplwms may be quite severe. Strangury 
and pain during urination is marked. The urine is floccu- 
lent or cloudy, and comma-shaped bodies are nearly always 
present By rectal touch one or more hard lumps may be 
felt which are painful when pressed upon. The condition may ' 
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terminate in suppuration or resolution. When stippuratioo 
occurs, the <)ischat^e is usually through the urethra and the 
sac is closed by granulation repair. 

Wliat is tiie treatment of acute foUictdar prostatitis 7 

Rest in bed, light diet, aconite for fever, and diluents to 
render the urine bland. If suppuration occurs operative in- 
terference may be necessary. (See Pro8tatot«my for Abscess 
of the Prostate, page 71.) 
What Is parenchymatous prostatitis ? 

Art inflamniation of the mass of the prostate gland which 
occurs as a sequence of follicular prostatitis. The inflamma- 
tion reaches its climax within a week and terminates in reso- 
lution, suppuration, or induration. The diagnosis of paren- 
chymatous prostatitis depends upon fiuding an enlai^d gland, 
accompanied by pain and tenderness in the perineal region 
and rectum. Flat stools from the encroachment of the swollen 
gland upon the gut are sometimes seen. The swelling of the 
prostate may be gradual or an abscess may develop, as shown 
by a throbbing pain in the perineum, and chills, fever, and 
sweating. 

When the destructive process advances and an absceas forms, 
the symptoms are very severe. There is great prostration, the 
tongue is dry and coated, and micturition diflicult or impo&- 
fflble. Palpation through the rectum reveals the presence of 
a fluctuating mass, unless the suppuration extends away from 
the rectum. In such a case puncture through the rectum, for 
diagnosis, is permissible. It is done by plunging a small trocar 
into the portion of the prostate in which pus is suspected. 

Parenchymatous prostatitis cannot be diagnosed early with- 
out rectal examination, because its symptoms correspond so 
nearly to those of the deep urethral inflammation which 
accompany it. 

What is tlie treatment of pareDctaymatous prostatitis? 

The patient should be put to bed and the pain controlled 

by opiates. If there is considerable tenesmus, santel oil 

should be administered in capsules (10 drops to the capsule) 

or in emulsion form every four hours. Continuous irrigation 

6 
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of the rectum with hot water for half an hour at a time is aD 
invaluable local treatmenL Aseptic catheter! zatiou may he 
necessary. Salicylic acid in small doses often repeated is 
highly recommended if Buppuration has occurred or an inci- 
sion must be made. 

In a general way, it may he stated that the gland should 
be incised from the nearest point to the focus of suppuration. 
If the perineum is swollen the incision should be made there ; 
if the suppurative process has extended to the rectum, then 
the abscess may be opened by the rectal route. 

The abscess can be opened through the prerectal route, 
thus avoiding wounding the rectum. 

Describe clironic prostatitis. 

This form may originate from an acute attack, particularly 
the follicular form, or from the extension of a chronic inflam- 
mation from the posterior urethra, either simple or specific or 
from sexual excesses. A catarrhal inflammation develops in 
the crypts and follicles of the glamls and the eavilies may be 
filled with pus. 

What are the symptoms of chronic prostatitds ? 

Frequent anii imperative urination, the presence of a sticky, 
glairy discharge at the meatus after urinatiou, sexual feeble- 
ness, hypochondriasis, and in some cases impotence. 

The posterior urethra is shown by the bulbous bougie to be 
exquisitely tender, anil the illuminated endoscope reveals con- 
gested granular spots. Digital examination demonstrates the 
prostate to be tumefied. 

Bitteher's crystals, which are peculiar to the prostatic 
secretion, may be demonstrated by the microscope. 

What is the general treatment of chnmic prostatitis ? 

Attention to the mental distress, which is common in this 
disease. The patient should be assured that he can be cured. 
Then should follow instructions as to regimen to improve 
general health. V^etahle tonics should be administered, 
and the constipation which is usually present should be regu- 
lated, preferably by salines which attract fluids from the con- 
gested neighborhood. The patientshould maintain sexual calm. 
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Wliat is the local treatment of chronic prostatitis ? 

IrrigatioD of the rectum daily for a quarter of an hour with 
water aa hot as can be borne is of real value ; so also are hot 
sitz baths of like duration ; botli may be given oftener if 
beneficial. 

The tenderness of the gland having been diminished some- 
what by the hot-water treatment, its contents should be ex- 
pressed by massage through the rectum, and the irrigation, 
bath, or l>oth, used pTo re nala. 

If there is at tbis time considerable pus discharging from 
the posterior urethra, that part of the tube should be irri- 
gated; or, if the inflammation in that region is subacute, in- 
stillations should be used. 

Soundings are of decided benefit, but should be discontinued 
at the first indication of any awakening of inflammation in 
the parts. When prostatorrhea is the most marked symptom, 
the cooling sound may be used. It is a hollow sound which 
allows a stream of wat«r to flow through it, keeping it colil as 
it lies in the prostatic urethra. This sound combines the 
efiect of pressure and cold. It should be used every day or 
two for fifteen minutes. 

The prognosis of chronic prostatitis, so far as ultimate 
recovery is concerned, is not unfavorable ; but there must be 
long painstaking treatment, which is likely to be punctuated 
by slight relapses. 

Describe hypertropl^ of tbe prostate. 

An increase in volume and alterations in form of the pros- 
tale gland which is common in the aged. 

What are the Bjrmptoms of hypertroplqr of the prostate ? 

The mai^ios of the prostate can be distinctly outlined by a 
finger in the rectum, the gland is firmer than normal, the 
sulcus between the two lobes being obliterated. Its bilateral 
symmetry is usually lost through inequality of the enlarge- 
ment of the lobes. 

Behind an enlarged prostate there may be a pouch of 
bladder wall which constantly holds residual urine in spite 
of forced efforts to evacuate it When the hy|«rtrophy be- 
comes considerable, urination is frequent, especially at night ; 
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the stream lacks force aud there is buraiag along the urethra 
following the act. 

Coniplet« retention of urine ia common when the disease 
has been of considerable duration, and may occur at any 
time from congestion of the bladder neck. A feeling of ful- 
ness in the perineum is the only discomfort in the early stages 
of the disease, hut in advanced cases there are considerable 
pain and tenesmus, piles, prolapsus ani, and occasionally 
hematuria. There is loss of appetite and weight, aud the 
patient l>ecomea cachectic. Ointiuued tension of the bladder 
eventually atfects the functioD of the' kidneys, and uremic 
intoxication is conmiou. Stricture of the urethra is dilfer- 
entiated by a history of urethritis, diminished urination during 
re[Kwe. an<I the fact that an increased efiort aids rather than 
retards the stream. 
What is the treatment of li7pertropIi7 of th« prostate 7 

Symptomatic and surgical. Symptomatic treatment con- 
sists in guarding the patient against those injurious influcDcea 
which are known to produce such unfavorable coudiljons as 
congestion aud engorgement of the glaud. 

Attacks of strangury, pain, and difficult micturition may 
be combatted by hot sitz-baths aud hot applications to the 
hypogastric region and perineum, t<^ether with the use of 
opium suppositories. These measures, combined with the 
avoidance of sudden chilling, promptly overcome the conges- 
tive attacks. 

The principal symptomatic treatment is catheterization. If 
possible, only the soft catheter should be used by the patient. 
If the soft catheter cannot be used, silk-web catheters, with 
Mercier'a or Guyon's curve, should be tried. The curve of 
the instrument should glide along the superior wall of the 
urethra, as that surface Js the least resistant. 

The self-retaining catheter (Pezzer, Malecol, or Bonuey), 
with leg urinal, may l>e useful. 
What are the indications for operation on tlie prostate ? 

If in spite of palliative treatment the patient is failing in 
strength, or if there is unconquerable irritability of the blad- 
der, or |>ersistent ammoniacal cystitis, or progressive toxemia 
or septicemia, or increasing renal dilatation, or suppuration, 
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an operatioa is imperative, because in it lies the only hope for 
the patienL PyeloDephritis is a coDtra-indication. 
What are the several operations for hypertrophy of the 
prostate ? 

The palliative operations are : suprapubic aspiration, supra- 
pubic cystotomy, perineal cystotomy, castration, and vasec- 
tomy. 

The radical operation is prostatectomy. 
Desciihe snprapnhic aspiration. 

At any time when there is complete retention of urine, 
from any cause, and the bladder cannot be catheterized, 
aspiration is a proper procedure, A flat percussion note alwve 
the pubee indicates that the intestines are out of the way. 

There are a number of good aspirators. The surface to be 
punctured should be surgically clean aud local anesthesia 
produced. The needle should be imtled, and the aspirator 
tested. Plunge the needle thruuy;h the abdominal wall in 
the median line, j iuch above the pubic t>one. Attach the 
aspirator, and, if no urine comes, push the needle deeper, 
when it will reach the urine. 

After aspirating, maintain suction while withdrawing the 
needle, to prevent dribbling of urine in the punctured wound. 
After removing the needle, put a patch of sterilized gauze 
over the opening and retain it in place with an adhesive strip. 
Under proper aseptic precautions this operation if done cor- 
rectly may be resorted to a number of times. 

Desciihe snprapuhic cystotomy. 

The patient lies upon his back with the hips slightly ele- 
vated, or the Trendelenburg position can be used. The 
operation is that for suprapubic lithotomy, (See page 90.) 
For drainage, "Gibson's tube Hxation apparatus" is succeas- 
ful. The drainage tube is placed in the bladder wound, 
which is sutured about it Two inversion sutures are then 
introduced above and below the tul>e. These are tied and a 
second row introduced. The tying of these completes the 
closure. The inversion sutures leave the opening in the 
bladder, after the catheter has been removed, in a funnel 
shape, which rapidly heals from intravesical pressure. 
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Descrllie perineal cystotomy. 

With ihe patient in the lithotomy position a grooved staff 
ia introduced into the bladder, pressed forward toward the 
perineum, and held in place by au assistant A puncture is 
made in the perineum in the niedian line down io the groove 
of the staff, making the external wound not more than 1 inch 
long. The object ia to open the membranous urethra, avoid- 
ing the bulb. To do this the finger should be introduced 
into the rectum and the apex of the prostate found. The 
poiiit of the Bcal|>el is then guided by the finger so as to open 
the urethra just in front of this point, due care being taken 
not to wound the rectum at the same time. Before removing 
the acalpel a blunt-pointed bistoury or Blizard knife is intro- 
duced alongside of it into tbe groove of the staff. The scalpel 
is removed 'and the staft" and bistoury (or filJzard knite) 
pushed forward together into the bladder. A female catlieter 
is then introduced through tbe perineal wound alongside the 
staff into the bladder, A spurt of urine shows that the 
bladder luia lieen entered. The catheter is then replaced by 
a grooved director and the staff removed. The finger should 
then, if possible, be passed into the bladder, alongside the 
director. Constricting bands are severed and, when a free 
passage is secured, the director is removed. A large perineal 
tulte is introduced, the bladder washed out, and then the 
viscus is drained through a tulie. The tube is held in place 
by (HisHiug two tapes X-wise over each groin and gluteal fold 
to a bandage belt Gauze and pads are added for external 
dressings. 

DeBcribe castr&tion for hypertrophy of the twoBtate. 

For description of cnHtration, see page 47. 

The ojieratiiin of doul>le castration, for enlai^ed prostate, 
has |>rHctic^lly been alwindoued sis useless. 

Describe yasectomy for hypertrophy of the prostate. 

This o|>eration has ))roved succcasfiil in reducing the pros- 
tate, in a few cases, and is done as follows : 

Incise the skin immetliately l>elow the external abdominal 
ring, exixjse the cord, separate tbe vna from the other struc- 
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tures of the cord, and divide it between two ligatures. Suture 
ekiu wound and dress dry. 

What is prostatotomy ? 

Literally, cutting into the prostate. The operation may 
be done tlirougb the suprapubic or the periueal route, and is 
chiefly designed for the reliei' of the ol)8truction lo the flow of 
urine from the bladder. Cutting into the prostate is also per- 
formed for the relief of abscess of that gland and for the 
removal of concretions, calculi, and other foreign bodies. 
For the relief of the obstruction to the flow of uriue a median 
or lateral groove or both may be burned or cut through the 
prostate by either route in the hope of establishing free egress 
for the urine. 

Since it is well established that partial removal of the 
obstruction is followed by poorer results aud by a higher mor- 
tality than total (practically) removal of the prostate by any 
method, prostatectomy is the operation of choice. The opera- 
tion of Bottiiii done with a cautery knife concealed in an in- 
strument somewhat similar to a lithotrite in shape, which is 
passed through the urethra, is a typical operation, while a 
modiflcation of this operation is performed through the perineal 
route. Removal of middle and lateral lobes have been accom- 
plished through the suprapubic route. 

Describe prostatectomr. 

This operation may be performed through either the supra- 
pubic or periueal route. 

By the miprapubic rovie there should be a few days of prepa- 
ration. If there is cystitis, the bladder should be euiptied by 
catheter every three hours, day and night. Irrigation, unless 
there is a lai^e amount of mucus, is not necessary. As an 
internal urinary antiseptic, salol in 5-grain doses may be given 
every four hours. A little cardiac stimulation is usually 
wise, and the kidneys should be well flushed by copious 
draughts of water. 

The bladder is exposed as described for suprapubic cystot- 
omy (see page 69), and, after being opened, is explored by 
the finger ; stones, if present, are removed, and the prostate is 
carefully palpated. 
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An asnlxtant inserts his finger into the rectum, pushing up 
the prostate so it may be caught firmly by the volsella. An 
incision is then made with scissors into the substance of the 
prostate tlirougli its capsule, and enucleation performed with 
the fingers. 

AfUr the enucleation is completed the bladder should be 
flushed thoroughly with hot saline solutions, and the prostatic 
portion of the wound lightly packcJ with gauze. This may 
be done with the finger or through a proctoscope inserted into 
the wound. In forty-eight hours the gauze should be re- 
moved, a tube inserted, and siphonage established, the long 
end of the siphon being kept full by a slow stream from an 
irrigating bottle. It is rarely necessary to pass the catheter 
during convalescence, but the bladder must be frequently 
flushed through the siphon tube. The tube can be removed 
about the second week (Howard Lilienthal). 

By the perineal route the operation is carried on between 
the bulb of' the urethra and the anterior surface of the rectum. 
To expose this region an inverted V-iucision through the skin 
and superficial fascia is made, with its apex over the posterior 
part of the bulb and its branches estending to a point be- 
tween the anus aud the ischial spines on each side. This 
procedure allows the rectum to be retracted and gives a free 
exposure of the field of operation. Through the inverted 
V-inuision the central tendon of the perineum is exposed by 
blunt dissection and divided, which exposes the recto-ure- 
thralis muscle. This muscle covers the membranous urethra 
and the entrance to the retro prostatic space (the field of 
operation) and the apex of the prostate. The recto-urethralis 
muscle is carefully divided and the membranous urethra ex- 
posed. U|)on the grooved staff previously passed into the 
bladder a longitudinal incision is made. The staff ia with- 
drawn and a sound passed through the newly made opening 
into the bladder. Al^er thus enlarging the canal the proe- 
tatic tractor is introduced. When in position the tractor is 
opened and pressure made so as to bring the posterior surface 
of the prostate into view, forcing the gland down to almost a 
level with the surface wound. After exposure of the gland, 
two divergent incisions are made through the posterior surface 
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of the prostate so that theejaculatory ducts and floor of the 
urethra lie between them uninjured. Through these incisions 
the corresponding lateral eulargementa can he enucleated, 
and a median bar or lobe, even of large size, can be drawn 
by the tractor, so as to project into one of the lateral cavities 
left by the enucleation, and there enucleated from its side, 
without disturbing the ejaculatory ducts or urethra. In 
cases where the median lobe is so adherent or so small that 
the tractor will not engage, the enlargement can be pushed 
into the lateral cavity by the index tinger. To accomplish 
this the tinger is introduced (the tractor having been with- 
drawn) through the opening down the prostatic urethra uutil 
the end is free in the bladder. The tinger should then be 
hooked over the projection aud direct it into the lateral cavity 
tor enucleation. 

In the rare cases where tractor and finger both fail the 
median lobe may be caught by a cnrved clamp, drawn 
down the dilated urethra, and enucleated or divided with 



Where calculus is present it is beat to remove it intact 
through the perineal incision. If it is too large to be dragged 
through without injury to the ducts or neck of the bladder, 
the urethra should be split with scissors along its left lat- 
eral wall from the urethrotomy wound in the membranous 
urethra up to its vesical orifice. By this incision the urethra 
becomes a common cavity with that left by the enucleation 
of the left lateral lobe, and abundant room is furnished for 
the extraction of the stone. If the calculus is too large to 
pass through, the cavity may be still greater enlarged by a 
cut with a probe-pointed bistoury through the vesical mucous 
membrane covering the left lateral cavity of the prostate. 
This can be done without injury to the ejaculatory bridge or 
to the urethral or vesical mucous membrane. 

After the enucleation is completed the bladder should be 
flushed with hot saline solutions and a double drain (two 
catheters tied together) inserted Into the bladder, fastened by 
R suture at the apex of the skin wound. Continuous irriga- 
tion should be established ; the lateral cavities should be 
packed with gauze, but no extracapsular packing lised, 
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It ia beat to support the thin rectal wall l)y drawJi^ together 
by a single Buture the edges of the levator ani muscle, tliuB 
restoring the perineum and protecting the rectum from being 
pressed upon by the gauze packing. The gauze and tubing 
should be reraoveii on the second day. 

The after-treatment consiste in abundance of water by 
mouth (or infusion), getting the )>atient out of bed as soon as 
possible, and advoidance of instrumeutation (Hugh H. 
Young). 

What is prostatoirtaea 7 

A functional disorder of the young and middle-aged, 
characterized by excessive secretion of the prostate gland and 
depending upon congestion of some of the parts in physio- 
logical relation. These conditions njay be chronic posterior 
urethritis, stricture, violent masturbation, or sexual excesses. 

It is a grave matter only from the nervous symptoms at 
times associated with it. Its only constant evidence is the 
escape of a clear mucous fluid. The discharge varies greatly 
in amount and may contain pus cells or show traces of blood. 
There may be resiSual urine, owing to the contraction of the 
sphincter caused by the prostatic trouble, as a result of which 
the bladder cannot completely empty itself. Another symp- 
tom is the expulsion of sandy masses with the last drops of 
urine. The dischaige is greatest in quantity tbllowing a hard 
stool. Disturbance of the sexual function may be present 
and out of proportion with the change in the prostate. Sex- 
ual desire may be exalted and the act satisfactory, or there 
may be excessive desire with feeble erection and premature 
emission. A few patients with prostatorrhea are impotent. 

Prostatorrhea should not be confounded with the viscid 
drop of secretion from Cowper's glands and the urethral fol- 
licles which appears at the meatus after prolonged sexual 
excitement without graliticatJon. 

What is the treatment of prostatorrliea ? 

Regarding the milder forms, treatment is demanded only 
when the nature of the filaments is such as to demand its 
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institution. If the filaments consist of epithelial cells and a 
few leukocytes, and if repeated examination shows them to be 
free from microoi^anisms, no treatment is neceeeaiy. 

If the secretion contains pus or bacteria, irrigations of the 
bladder with nitrate of silver solution, 1 ; 6000, 1 : 1000, or 
sublimate solution, 1 : 10,000, massage of the prostate, and 
judicious sounding, all have a place in the treatment 

SPEItMATORRHEA. 
What is spermatorrhea ? 

A flow of semen without orgasm. 

It is a symptom of irritability of the sexual apparatus, and 
is rare except in the advertisements of quacks. Its causes 
are the sexual brutalities, such as masturbation, protracted 
contemplation of venery, and ineffectual eflbrts at coitus. 
Patients suffering from irritable genitals or prostatorrhea are 
always pathophobic and often hypochondriac. To them a 
drop of glue at the meatus, following a haH stool or a period 
of sexual excitement, is evidence of loss of manhood, which 
is punishment for sins of omission, commission, and emission. 
The depression from the conviction that they have lost, or are 
about to lose, the geuesic function, produces disturbance of 
digestion, headache, fugacious pains, and symptoms generally 
grou])ed as neurasthenia. 

These patients are taught by the advertising specialists that 
amorphous phosphates and urates, shreds and precipitated 
mucus in the urine, are all lost semen. 

What is tlie treatment of spennatoirhea ? 

That for the general con<lilion of the sexual apparatus, of 
which it is a symptom. In imaginative spermatorrhea, psyco- 
therapy is most important. 

What are dinmal emiasions ? 

Seminal incontinence while one is awake. 
^ They occur from slight peripheral excitation or from las- 
civious thoughts, indecent pictures, etc. They are symptoms 
of a condition which should be diagnosed and treated. 
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What axe iLoctnmal emiBsiona ? 

Ejaculatiou of semeu duriug sleep. 

From puberty the henltliy and contineut man has at irregu- 
lar intervals erotic dreams, in which he passes through the 
sexual act His erection is satisfactory, his seosations those 
iiicideDt to coitus, aud his misplaced emission complete. The 
cycle is produced by redex irritation. Its ftequeucy is iuflu- 
euced by the man's degree uf health, the fatigue incident to 
his ffork, aud by the teuiptations be resists. If emissions are 
too frequent they are followed by lauguor, headache, mental 
lethargy, and often by hypoehoudriasis. If nocturnal emis- 
sions occur with less than a ten-day interval, or if they do not 
produce ecstasy, or if there is no recollection of them, they 
are pathologic 

What is the treatment of nocturnal emisdons ? 

That for the condition responsible lor the erethism which 
produces them. They are the same as those chargeable with 
prostatorrhea and im|M)teiice. Frequently a full bladder or 
distended seminal vesicles produce uocturual emissions. If 
there is no diseased organ the patient should be informed that 
such emissions are natural to Ihe healthy continent mau, and 
that they therefore conserve health. In the unmarried, absch 
lute continence is entirely compatible with robust health. 

IMPOTENCE AND STERIUTY. 
Wliat is impoteiice 7 

An iiinbility on the part of the male lo perform the sexual 
act proj)erlv, either on ac<M)unt of a failure of the penis to be- 
come erect or l>ecause the ejaculation of semen does not occur 
at all or lakes place before the penis has entered the vagina. 

How is impotence classified ? 

Organic, psychic, atonic, symptomatic, paralytic, and drug 

What is organic impotence 1 

An inability to de]>osit semen in the vagina because intro- 
mission is meclmuicaUy im{M)s$ible from such conditions as 
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bjpoBpadias, epispadias, tumors, corpuleuce, or from syphilitjc 
or fibroid iDduration of the corpora cavernosa. 

Wliat is the treatment of organic impotence ? 

Removal of the obstacle. 
Wliat is psycliic impotence ? 

Failure of penile erection from the effect of mental per- 
turbation. The erection fails at the mouieut its usefulness 
seems assured. The largest class of these patients are young 
men who fear that they have injured tbemselvee by masturba- 
tion. In other cases the erection is lost from a sense of fear 
of discovery or of disease, or from di^usL 

Wbat is the treatment of psychic impotence ? 

Psychotherapy. The patient's confidence must be won, and 
to this end it is necessary to ^ive him ample lime for the nar- 
ration of his trouble, real and imaginary. In many cases of 
impotence classed as psychic a careful investigation will show 
some patholt^c condition. 

What is atonic impotence? 

A feilnre of the sexual nervous center in the lumbar cord 
to produce erection of the penis. If the genital center in 
the brain is not exhausted also, sexual desire is present 
There may be a partial erection accompanied by premature 
ejaculation. 

Atonic impotence is oftenest seen in married men who have 
been excesaively assiduous in family duty or have frustrated 
nature by the sin of Onan. Before making tlie diagnosis of 
atonic impotence, diseases of the geni to-urinary tract aud 
nervous system should be excluded. 

What is the beatment of atonic impotence ? 

Build up the general system, while complete rest is given 
the genital centers in the brain and cord, in order that their 
energy may be restored. Sexual excitement and intercourse 
should be prohibited. Some cases need sedatives, and all 
need tonics. After marked improvement of the general 
health, stimulating drugs, such as phospliate of zinc and nux, 
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should he admiDistered. DatniaDa ia at all times useless aod 
cantharides is dangerous when the genital tract is irritated. 
The constant current with the positive pole applied over the 
lumbar region, and the negative {Kile used to stroke the parts, 
IB of^D beneficial. When function is restored indulgence 
should be moderate. 

What is symptomatic impotence ? 

A tailure of erection because of a patholi^ic condition 
of brain, cord, or genito-uriuary tract Erections may be 
feeble and premature ; ejaculations may occur, or they may 
be absent If the genital center in the cortex of the brain is 
not diseased the patient has the normal desire without the 
ability to satisfy it Chronic gonorrhea, sexual excesses, 
masturbation, Onanism, and stricture of the urethra are the 
local causes of this form of impotence. 

Wliat is the treatment of symptomatic impotence 7 

The treatment of the condition upon which it depends. 
Wliat is paral3rtic impotence ? 

Impossible or imperfect erection because of disease or injury 
to the brain or spinal cord. The treatment is that for the 
disease or injury of the cord or hraiu. 

What is drag impotence 7 

The loss of sexual power from the long-continued use of 
such drugs as cocain, opium, chloral, and the bromids. The 
treatment is to stop the use of the drug and build up the 
general system. 

What is sterility? 

A rare condilton characterized by absence of spermatozoa 
in the semen. Slerility does not modify the sexual appetite 
nor diminish the power and pleasure of its gratification. The 
most frequent cause of sterility is bilateral obstruction of the 
seminal ducts. There is no satis^factory treatment 

What is the composition of the normal semen ? 

It consists of the testicular secretion which contains the 
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spermatozoa, the secretJon of the seniiDal vesicles, the pros- 
tate, Cowper's glands, Moi^agni's crypts, and Uttr^'s glands. 
The eecretiou of the various glaads is extruded duriDg the 
orgasm, their use being to add bulk to the menstrum, in 
vhich the life- producing spermatuzoa are to float in the female 
geuital tract. The usual amount of semen discharged af, uue 
ejaculation is from 2 to 4 drams ; but the amount may be 
greatly reduced if coitus is repeated with excessive frequency. 
Microscopically the spermatozoa look like tadpoles. They 
continue to show movement at least twelve hours after ejacu- 
lation, and will present signs of lite for forty-eight hours if 
sheltered from light and cold. 

How are the pathologic changes in the semen classlfled 7 

1. Azoospermia. 2. Oligospermia. 3. Necrospermia. 4. 
Aspermia, absolute or temporary. 
Wliat is asoOspermia ? 

Entire absence of spermatozoa. If causetl by too frequent 
seminal emissions, either from excessive masturbation or coitus, 
a few days' rest usually results In their return. In the adult 
it may be caused by mechanical ol>stru(-tion of the seminal 
duct, or from disease of the pareucliyma of the testicle when 
there is no return of the spermatozoa. 
What is the treatment of azofispennia? 

Occlusion of the aecretiug tube from syphilitic epididymitis 
may be repaired by antisyphilitic treatment Occlusion from 
injury and from gonorrhea is permanent. When occurring 
from a cancerous or a tubercular testicle the organ should be 
removed. 
What Is oligospermia ? 

A temporary scarcity of spermatozoa. It is found at the 
beginning of puberty and in old age, in general debility, and 
after repeated acts of sexual intercourse. 

Epididymitis and syphilitic, tubercular or malignant growths 
which iuvolve but one testicle are the common mechanical 
causes. Oligospermia is transitory, terminating in entire dis- 
appearauce of spermatozoa or a return to the normal. The 
treatment consists in removing the cause. 
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What is neciospermia ? 

The presence of lifeless epermatozoa found upon micro- 
Bcopic ezamioation of the semen. To avoid error, the 
semen should l>e examined within two hours after its ejacula- 
tion into a condom during coitus. It should be kept warm 
until it is put under the microscope. The causes of necro- 
Bpermia are those which diminish the secreting capacity of the 
testicles. Alcoholism, morphism, general tuberculosis, and 
diabetes, by depressing outritiou, have the tendency to cause 
death of the spermatozoa. Admixture of pus with the semen 
destroys the vitality of the spermatozoa. 

What is aepermia 7 

A condition in which the male is able to perform coitus 
properly, but there is no secretion of spermatozoa. It may 
be either congenital or ac'quired. Congenital aspermia is 
due to some error of development. Acquired aspermia is due 
to inflammatory affections of the tract There is no advisable 
treatiuent 

Wliat is bacteriuria 7 

The growth of bacteria in the urine in a healthy bladder. 
The urine is turbid and fetid when freshly voided, and centrif- 
ugation shows enormous numliers of bacilli coli communis 
or other bacteria. The manner of entrance of these bacilli is 
not always readily determined, but bacteriuria is usually pre- 
ceded by hematuria, catheterization, gonorrhea, or pelvic in- 
flammation. Urination may be frequent and accompanied by 
a burning pain in the urethra. The disease may be inter- 
mittent, acute, or it may become chronic, the bladder remain- 
ing free from disease and the general bealtb unimpaired. 
The diagnosis depends upon the microscope, and the prog- 
nosis upon the discovery and removal of the source of in- 
fection. 

What is the treatment of bacteriuria ? 

The habitat of the bacillus being the colon, enteritis and 

constipation should be cured. Posterior urethritis or stricture 

should lie given attention. When no cause is discoverable, 

salol, methylene-blue, and urotropin should be administered 

nn,--..i .AntHH^Ie 



QENITO-URlNAsr DISEASES AND SUROEBY. 81 

by the mouth to destroy the liacteria. Irrigations of the 
bladder are inefiective. The patient should drink freely of 
pure water. 

THE BLADDER. 
Describe the bladder. 

The bladder is a muscular sac lying, in the male, between 
the rectum and the pubee when empty, and distending when 
full into an oval l>ag occupying the hypogastriuin. Its posi- 
tion is fixed below by the urethra, the pelvic fascia, and by 
the rectovesical fascia. The organ is covered on the outside 
by the peritoneum, on the inside by mucous membrane. The 
peritoneum Is attacheil loosely at the base so as to allow free- 
dom of movement When empty the viscus lies behind the 
symphysis. The peritoneum leaves the walls of the abdomen 
at the symphysis and passes directly to the bladder, over 
which it spreads, and then passes to the rectum from the base 
of the bladder. When the bladder is empty, it is impossible 
to aspirate it from the alHlumtnal wall without wounding the 
)}eritoneum. When the bladder is distended, it carries the 
peritoneum up with it in front so that a space on the bladder 
wall becomes bare of peritoneum. This gives the safe point 
for the introduction of the aspirator needle directly above the 
symphysis in the mediau line. 

What is the shape of the bladder ? 

It varies with age. In inlancy it is ovoid, with its large 
axis running downward and a little forward, and lis apex at 
the urethral orifice. When full it lies almost entirely out of 
the pelvis. As age advances the bladder sinks in the pelvis ; 
its shape becomes spherical when iilleil, and has a flattened 
floor. In ohl age the floor of the bladder becomes pouched. 
The muscles of the bladder are composed of three coats, 
external, middle, and internal. The external fibers run from 
the prostate over the fundus, meeting those running in a like 
manner from the anterior surface. The middle layer forma 
the hulk of the vesical muscle; its fibers are densely inter- 
laced and are circular. The internal fibers are scattered 
bundles of longitudinal fibers. 
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Describe the mucous memliTane of the bladder. 

It has a pale salmou color, is inaeusitive iu health, and lies 
ia folds when the bladder is empty, except over the trigone, 
where it is always smooth. 

What is the neck of the bladder 7 

The poiut of eoranieuccmeiit of the urethra. The portion 
of the bladder immediately surrouudiug the neck is in rela- 
tion with the prostate. 

What is the bigone ? 

The trigone, situated at the base of the bladder, is a tri- 
augular regiou, with sides aunie four-tiftlm of au inch long 
lying between the orifices of the urethra and the two ureters. 
The muscle here is denser thau in any other part of the organ. 

What is cretoscopr 7 

Ocular exnmiuation of the interior of the bladder by means 
of a S]>e<!ially arranged apparatus called the cystoscope, which 
is built on the plan of a hollow sound with an obtuse angle, 
within which is situated an electrics lump. The instrument is 
provided with a passageway for catheters, which may be de- 
tached, allowing the withdrawal of the cy-^tosoope without the 
removal of the catheters from the ureters. In the American 
instrument the vision is direct, and the bladder is distended 
with air or fluid. 

Describe the preparation for crstoscopy. 

For twenty-four hours Iwfore cystoscopy the patient should 
fake medicine to render the urine bland and unirritating. 
At the time of the operation the blailder should l>e thoroughly 
irrigated with a solution of boracic acid and the residual urine 
drawn with a catheter. The instrument, of course, must be 
surgicjilly clean. 

Place the patient on the table so that iiis shoulders, as well 
as his buttocks, are slightly elevated and his feet apart in 
stirrups. AneatlietiKe the anterior urethra with a 4 per cent 
solution of euiain. Introduce the cystoscope as you would a 
sound, with catheters, window, and obturator in place; then 
inflate the bladder aud turn on the light. 
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Once iDtrotJuced, the iDstrument may be moved about and 
rotated uu its long axis, so as to inspect the bladder and search 



^?*— 

Fia. 18 — Brenner's ureter-cyaloacope. 

for the ureteral openings, which may be found attli 
the trigone. There may be discovered a spurt of i 




indicates the opening, or they nre recognlKed as oMiqiio slits 
or slight elevations on the wall of the bladder. 
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The cystoBCope should not be used duriag an acute itiflaiu- 
mation ut' the bladder. 

Wliat is exstroplir of tlie bladder ? 

A failure of the lateral halves of the bladder to unite 
during development. When the abdominal parietes alone 
have tailed to unite, the bladder projects into the deft — a 
condition kuown as ectopia veiiicm iirhtaria. There may be 
absence of union of the pubic bones alone or together with 
the cleft in the alxlomhial wall. True esstrophy exists when 
the anterior wall of the bladder, as well as tbe abdominal 
wall, remains cleft. 

If tbe sympliysis, abdominal wall, aud bladder have all 
tailed to close in front, there is eversio ves'itw. If the sym- 
physis is solid tbe coudition eailed jUsara veue<e superior or 
inferior ia present. 

What is the to^atmeiit of exstrophr of tbe bladder ? 

Slight deformity may he endured by the use of the rubber 
urinal. Where tbe cleft is large, surgical interference offers 
the only hope. 

What Is l^pertropliy of the bladder 7 

An overgrowth of the muscles of tbe vesical walls resulting 
from muscular exertion on the part of the bladder to empty 
itself when the urethra is olatructed I>v stricture or enlarged 
prostate. It sometimes occurs without a p]»a rent reason. 

Concentric hypertrophy originates from fre<iuent and vio- 
lent contraction of the viscus. to esyie] the urine as soon as a 
few drops have entered the bladder. 

Eccentric hyjtertrophy results from muscular exertion to 
expel lai^e qiiantities of urine forcibly. 

The prolonged contrat^tile efforts distend the bladder at its 
weakest \wiuts and impair its ('ensihility. Atony supervenes 
and tbe amount of residual urine is greatly increased. 

What are the Brmptoms of hypertrophy of the bladder? 

Irritability, which prpvents llie retaining of any consider^ 
ible quantity of urine, marks the concentric variety, while 
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the eccentric variety is characterized by feeble power of 

evacuation. 

VThaX is the treatment of hypertrophy of the bladder 7 

Remove the cause. 
What is atrophy of the bladder ? 

The final result of eccentric hypertrophy. Fibrous ele- 
ments litive eutirely i-eplaced the muscles and the bladder is 
pernianeutly flaccid. 

The uuly treatment is prophylactic — that for the preceding 
eccentric hypertrophy. 

What is atony of the bladder ? 

A lack of tone in its walls. The muscular investment is 
inherently feeble, but there is uo change in its nerve supply. 

What are the symptoms of atony of the bladder ? 

Distended bladder, frequent demands to evacuate a small 
quantity of uriue. During sleep the uriue dribbles away. 
The backwartl pressure dilales the ureters, theu the pelvis of 
the kidneys, which is followed by atrophy. 

What is the treatment of atrophy of the bladder ? 

Establish a free outlet for the urine. If the obstruction is 
removed, even in severe cases, the bladder muscles freqiiently 
regain tonicity. 

What is paralysis of the bladder? 

A loss of cfintrnctile power in the bladder wall due to cen- 
tral nervous diseases which affect other organs also. 

What is the treatment of paralysis of the bladder 7 

Aseptic catbeterizalion. The prognosis is as bad as that 
of the condition producing it. 

What is retention of mine 7 

The failure of the bladder to empty itself normally. It 

may be partial or complete. The chief causes of retention 
are hypertrophy of the prostate, contracture of the bladder 
neck, stricture and spasm of the urethra. In complete reten- 
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tion the area directly above the pubes gives a flat note on 
percuBBJon and the disteDded bladder may be outlined. In 
suppression of urine the bladder ie empty and gives a reso- 
nant percusfflOQ sound. 

Wliat Is iacoBtiiience of retention 7 

A dribbling of urine when the bladder is full to distention. 
Dribbling of urine should always lead the surgeon to ex- 
amine the bladder, for continued retention causes partial in- 
continence, instea<l of rupture of the blad<ler, unless its walla 
are diseased. The blmlder should be relieved by aseptic 
catheterization, drawing away only part of the urine at a 

What is Incontinence of mine ? 

Enuresis— that condition in which the urine flows involun- 
tarily from the bladder as fast as it enters from the kidneys. 

"Wliat is the treatment of incontinence of urine 7 

Remove the cause. The wearing of a rubber urinal should 
be advised, to protect the clothing. 

Enumerate the wounds of the bladder. 

Knife and gunshot wounds, contusions, rupture. In knife 
and gunshot wouiids the injury is associated with the external 
conditions present. In contusions there is vesical hematuria, 
tenesmus, and impediment to the flow of urine by the forma- 
tion of clots. In rupture of the bladder there are shock, 
sudden and intense pain iu the abdomen, urgent desire to 
urinate, usually ineffective, and tenesmus, with perhaps the 
passage of a few drops of bloody urine. Death is likely to 
follow ; but if reaction takes place a peritonitis may have to 
be combated. Rupture of the bladder requires inmiediate 
sui^cal interference. 
How may Tesical nlcen be classified? 

Tubercular, malignant, inflammatory, traumatic and simple. 

Tubercular ulceration is described under Tulierculosis of 
the Bladder. 

Malignant ulcerations consist of exfoliations and superficial 
exulcerations of the mucous membrane. 
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Traumatic ulcere result from stone or operation for ite 
remoral. 
Simple ulceratiou of the bladder is rare. It ia found 



Fm. 20.— Adenoma of the bladder (Clado). 

Bingly and located usually on the posterior wall, and does not 
perforate. 

The diagnosis of ulcer of the bladder k confirmed by the 
cystoscope. Pain due to ulcers is relieved by irrigations, and 
a cure follows curettement, through the cystoscope, unless they 
are of tubercular or malignant origin. 
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How mar vesical tumors be dassifieil ? 

Epithelial growths, which are by far the most common ; 
beDigu papilloiiiatuua growths, which soon undergo mallguaut 






degeneration ; connective-tissue growths ; fihroma ; myxoma ; 
sarcoma ; and mixed tumors, as fibromyxoma and myxo- 
sarcoma. 

Men suffer three times as frequently with lumore of the 
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bladder as women. Thirty per cent of tumors of the bladder 
are malignant. The greater number of these tumors are found 
about the ureteral orifices and the neck of the bladder. The 
upper half of the bladder may be invaded by extension. 

What are the symptoms of vesical tumors ? 

Innocent tumors rarely cause trouble uulesa they grow 
sufficiently large to obstruct tlie outflow of uriue through the 
urethra or the inflow from the ureters, thus producing pressure 
upon the kidneys. Bleeding is usually the only symptom 
produced by papillomatous tumors and polypi. 

Malignant tumors frequently cause cystitis, and the urine 
contains mucus, pus, and blood. This variety may be made 
out with the sound. Hematuria is probably the most im- 
portant symptom and usually the first evidence of a vesical 
neoplasm. It may be intermittent or continuous. When 
intermittent it is likely to follow defecation or unusual exer- 
cise. The hemorrhage iwgins withorit warning, the early 
ones being of considerable amount, their severity gradually 
decreasing. The most constant symptom is frequent desire to 
urinate, and partial retention is common. 

The diagnosis is confirmed by the cystoscope. 

What is the treatment of vesical tumors 7 

Suprapubic cystotomy for their removal, or in some cases 
they may be eradicated through the operating cystoscope, 

Wliat is Tesical calculus ? 

Stone in the bladder. 
What are the symptoms of stone in the bladder ? 

Irritability of the bladder, pain most marked at the end 
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of urination and at the end of the penis, and more or less 
blood iu the urioe. 
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The diagnosis should he coofirDied by the cyetoecope or 
Thompson's searcher. The treatnieut is removal of the stoae. 

Describe suprapubic lithotom; (Keyes). 

This operation ia performed not only for etone, but to 
allow the o|)erator to explore the bladder and to treat the 
bladder for disease, to provide drainage or to remove tumors, 
etc. Illumination of the bladder through the incision by 
means of a drop (electric) light greatly facilitates opera- 
tions in this viscus. For the removal of stone place the 
patient in the TreudeleDhurg position ; draw off the uriue. 



Fig. 23.— Calculus belilnil pmstale (Ci>ul8on)> 

wash out the bladder with horacic acid solution ; then inject 
(in adults) 10 to 12 ounces of boracic acid solution and 
withdraw the catheter, and tie a tape almut the penis to pre- 
vent the escape of the solution. In children the bladder 
should nut be distended with more than 2 to 4 ounces of the 
solution. If after the injection the bladder is not well lifted 
above the pubic bone, use the rectal bag. For adults the 
rectal bag should not contain over 8 to 10 ounces, for children 
not over 4. Make a 3-inch incision in the median line, ter- 
minating over the symphysis. When the ]>erivesical tissue is 
reached, cut it If the peritoneum should appear, push it 



QESlTO-VRINARY DISEASES AND SVRQERY. 91 

out of harm's way. (If the peritoneum ia cut, repair it at 
once before coutiDuiDg with the operatjon. Some defer the 



F:o. 24.— Bladder with cnltulus behind the pubes (Coulson). 

operation until the peritoneal wound has healed.) Hold the 
abdominal wound apart with retractora. The lai^e veins are 



0. 25.— Bladder with ai 



seen on the surface of the bladder, siviug it, its blue color. 
Avoid the larger ones if posaible, otherwise cut through, as 
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hemorrhage ceases when the bladder relaxes. Clamp the 
bladder transversely with a pair of foreepe at the upper angle 
of the abdomiual wound, open the bladder in the median line 
above and cut toward the pubes, catch the edges of the blad- 
der wound with forcepB, remove the abdominal forceps, and 
make the wound gape by gentle traction with the side forceps, 
which gives room for the removal of the atone. Remove any 
incrustations that may be seen in the bladder, and finally 
irrigate the bladder with hot saline solution. Secure drainage 
by siphon. Suture the muscles and fascia at the upper end 
of the wound, dress dry, and pack with sterilized gauze. 
Immediate suture of the bladder may be employed. An ex- 
cellent suture is the right>angle suture of Dr. Gushing. The 
silk should be sterile and fine. The sutures should not 
penetrate the entire bladder wall into the cavity. The ab- 
dominal wound should lie closed to nearly its inferior angle, 
leaving only enough space tor drainage. The drainage is 
important. The wick should lie against the stitches and 
protrude well out of the external wound. It is well to intro- 
duce a catheter, which may be retained in the urethra for 
several days without causing irritation if asepsis is employed. 

What is C3rstitis ? 

Inflammation of the urinary bladder. The causes of cys- 
titis are : bact«rial infection of residual urine, the presence 
of calculi, hypertrophy of the prostate, simple and specific 
urethritis. Exposure to cold may be a predisposing cause, by 
lowering resisting power. The micro-organisms which break 
up urea, forming ammonia, may cause cystitis in an other- 
wise healthy bladder. They are the staphylococcus pyogenes, 
the urobacillus liquefaciens septicns, and the bacillus coli, 
Mier<H>rganism8 may reach the bladder by way of the ure- 
thra, or ureters, lymphatics, or directlyfrom the blood-vessels. 
Chronic cystitis frequently follows the acute form. 

What are the forms of cystitis ? 

Inflammation from mechanical causes, such as irritation 
from awkward instrumentation, from calculi, or from a very 
concentrated urine containing phosphates, urates, or oxalates, 
or from chemicals. 
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CaDtharides, iirotropin, the irritatiDg vapor inhaled by 
coal-tar workere, exceaaively acid or amraoaiaeal urine may 
determine a cystitiB. A mild cyatitia may be set up by the 
instillation of irritants in the prostatic urethra. 

For inflammation ibllowiug instrumentation wash out the 
bladder with boracic acid solutions ; for the irritation of stone, 
remove the stone ; for phosphaturia, dilute hydrochloric acid 
is useful ; for cystitis due to couceutrated urine, diuretics 
should be given, the amount of nitrogenous food taken should 
be decreased and proper treatment for gouty, rheumatic, or 
dyspeptic tendency instituted, 

Wliat is simide bacterial cystdtis ? 

The familiar form of acute or chronic cystitis iu which the 
mucous membrane of the trigone and that of the openings of 
the ureters is the part usually affected. The muscular and 
submucous and even the serous coats may become involved. 

The cystoscope shows the color of the mucous membrane to 
be a brilliant scarlet, and the branching lines of the distended 
vessels are easily seen. The surface of the mucous mem- 
brane appears roughened and has flakes of lymph adhering 
to it, and eroded spots may be seen ; sloughs of mucous mem- 
brane or minute abscesses may be present in severe cases. 
MicroKirganisms abound in the urine and in the epithelial 
layer of the bladder wall. 

What are the symptoms of acute cystitis? 

Taking gonorrheal cystitis as the type, inflammation occurs 
during a posterior urethritis generally about the third week, 
and there are present pyuria, hematuria, pollakiuria, and 
dysuria. 

Pus in the urine is a constant symptom of cystitis. If the 
urine is acid in reaction, the pus makes it cloudy ; but if the 
reaction is alkaline and ammoniacal, the pus is precipitated 
as a viscid, tenacious, ropy mass. 

Hematuria is caused by the rupture of the capillaries in 
the bladder walls. Slight bleeding occurs in all cases of 
cystitis. The blood is well mixed with the urine. 

Pollakiuria, ot frequent urination, increased by walking or 
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riding, is a constant symptom. The bladder is iotolerant of 
distention wbea its walls are irritable or inflamed. 

Dyeuna, or diflicult uriuatiou, is another more or less con- 
stant Bymptum. Urination may be paiat'ul or iacomplete. 
There is usually a fixed dull pain over tbe bladder, and, as 
tbe viacus contracts, the pain increases. The efibrt to urinate 
in a severe case of cystitis is a paroxysm of agouy — tenesmus 
strangury — the pain l)eing felt in the rectum, radiating to the 
thighs and glans penis. Pain is increased att«r the act of 
urination, and bloody micturition is common. 

What are the conatitntional symptoms of acute CT&tdtis ? 

Those caused by absorption of the toxins resulting from the 
retained aud decomjHJsing urine within the bladder or from 
the presence of pyogenic microbes. The bacillus coli with 
the urubacillus liquefaciens septicus or staphylococcus pyo- 
genes may enter the circulation. Jeopardizing the life of the 
patient 

Describe the urine of acute cystitis. 

The urine is usually acid, thickly purulent, and may be 
bloody. If the cystitis depends upon the development of 
ammonia in retained uriuc, the urine remains ammoniacal. 
The microscopic examination shows many pus cells and bac- 
teria, with some red blood-corpuecles and epithelial cells. 
Owing to the presence of blood the urine will respond to the 
test for albumin" ; therefore filter the specimen before apply- 
ing any test for albumin. 

From what diseases must acute cystitis be differentiated ? 

From acute prostatitis and pyelonephritis. In acute pros- 
tatitis the examining finger finds in the rectum a hot, throb- 
bing, swollen prostite In pyelonephritis the examination of 
the urine "hows renal pus which sinks and becomes compact 
in the bottom of the glass, while pus from a cystitis is not 
all precipitated and what does se|)arate sinks slowly and 
forms a much less solid mass. 

Upon vhat does the diagnods of cystitis depend? 

Frequent painful urination, the urine showing a uniform 

r.r ..I A.tHH^Ie 



OENITO-VkimRY DISEASES AND SUROEBT. 95 

turbidity from pus and bacteria by the two-glass test Micro- 
scopic examination of the urine will show the character of the 
inicro-orgEDiams, the variety of urinary cryatalB, and the 
epithelial cells preeeuL When both chronic cystitis and 
pyelonephritis esist the diagnosis is made as folloive (Keyes) : 
Have the patient urinate in two glasses. Gently irrigate the 
bladder with boracic acid solution until the fluid returns 
clear. Flush the anterior urethra when withdrawing the 
catheter. One hour later draw the urine with a catheter. 
If the urine ia as purulent as before, the pus is from the 
kidney. The differentiation of proatatitia and vesiculitis de- 
penda upon rectal esamiuation by the finger. The vesicles 
and the prostate may be milked and the expressed secretion 
examined by the microscope. 

Describe preventive treatment of cystitis. 

The prevention of suppurative cystitis depends upon pro- 
lection of the bladder IVom infection by micro-orgauisma, and 
the treatment of conditions of congestion or in flam mat ion, 
especially of the posterior urethra, and the removal of causes 
which prevent the bladder emptying itself completely and of 
inflammation of the rectum. 

Describe the general treatment of acute CTstitis. 

Put the patient to bed and avoid chilling of the body. Sitz 
baths, at a temperature above 100° F., for their relaxing 
effect, followed by hot bottles placed agaiuRt the perineum, 
are advisable. In severe cases the food should be milk, and 
in all cases distilled or boiled water should be drunk very 
freely to dilute the urine. 

The Iwwels must be well emptied, preferably by calomel. 

Following this morphia should be given in sufficient quan- 
tity to control acute pain. It relieves the sjiaam in the blad- 
der neck as nothing else can. Citrate of potassium may be 
given if the urine is definitely acid. 

Santal oil in 10-drop doses, preferably in capsules, every 
four hours is a very satisfactory remedy in cases of severity, 
and opium and belladonna suppositories give relief. If 
the urine is heavy with bacteria a germicide is demanded, 
and methylene blue or urotropin should be administered in 
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2- to 5-grain doees every four hbura. The oleoreains and 
caDtharides should be reserved uutil the afiectioD sho^A^ a dis- 
position to become chroDic. In very severe cases the urine, 
aft«r having contaiaed first blood, then pus and shreds, be^ns 
to give off an odor of decomposing flesh, an indication of de- 
struction of the bladder mucosa. Externally, in addition to 
the sitz baths, a belladonna and aconite ointment applied 
over the scrotum and perineum gives ease. The most serious 
complication of cystitis is pyelonephritis from extension of the 
inflammation by way of the ureters to the kidneys. 

Describe chronic cystitis. 

Chronic cystitis almost invariably has a predisposing cause 
in some malady of adjacent and physiologically related organs. 
The removal of the diseased condition char^able with the 
origin is necessary to its cure. The tendency of chronic cys- 
titis is to grow worse until it is incurable because of structural 
changes in the bladder. 

What is the pathologr of chronic cystitis ? 

The mucous membrane becomes a dark-slate color from 
capillary hemorrhages. There are eroded spots in the mucous 
membrane and in old cases, ulcers. Prolonged inflammation 
produces an inflammatory thickening of the wall, which ulti- 
mately contracts, becoming sclerotic, so that it has no elasticity. 
The contracted blad<ler wail is in rigid folds, and its capacity 
may be reduced to an ounce. In some cases one or more 
folds dilate, forming serous sacs which are without power to 
expel their contents. This predisposes to the formation of 
calculi. In rare cases the bladder becomes greatly dilated, 
instead of contracted, from the organization of inflammatory 
infiltration. 

The whole thicknes.<i of the bladder wall may become 
gangrenous and slough into the abdominal cavity. 

What are the symptoms of chronic cystitis ? 

They differ from those of acute cystitis only in d^ree. 
There may be atrophy or hypertrophy of the bladder, and 
atone, tuberculosis, or tumor may complicate the condition. 
The frequency of urination may be slightly or markedly in- 
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creased and the act painful. The paiu is usually slight if 
the prostate is not eolarged. The constitutional symptoms, 
if any, are mild, there being little absorption of toxins from 
the bladder. The disease is prone to relapse. Cold, violent 
exercise, alcoholic excesses, acid urine, and instrumentation 
are liable to produce an acut« attack at any time during a 
chronic cyatitia. If during a chronic cystitis micro-organisms 
which decompose urea gain access to the inflamed bladder a 
violent reaction occurs which is liable to involve the kidneya. 
The prognosis is then grave because of the probability of 
septicemia. 

What is the condition of the nrine in dironic cystitis? 

It is cloudy ; possibly bloody from a complicating stone or 
tuberculosis. Its chemic reaction has no value in making 
the diagnosis. In mild cases with little pus, the reaction is 
likely to be acid. In the grave cases in which there is de- 
composition of residual urine, the ammonia present gives the 
urine an alkaline reaction and the deposit from it is ropy muco- 
purulent, containing triple phosphates. 

Give the general treatment of chronic cystitiB. 

If the patient suffers from pain and frequent urination he 
should remain in bed. Othferwise he may be al)out, great 
care being taken to avoid chilling hy dampnesp or draughts. 

Salol should be given if urination is painful or frequent, 
and urotropin or the oleoresins when the disturbance is less. 

Oive the local treatanent of chronic cystitia. 

If the cystitia depends upon calculus or hypertrophy of the 
prostate operative interference is demanded, as inflammation 
of the bladder cannot he modified by treatment until its cause 
is removed. If the bladder does not empty it-^lf completely, 
a catheter may be passed twice daily. The practice of allow- 
ing a catheter to remain in position is risky. The matter of 
drainage may l>ecorae so important as to sugcest Biipra]»ubic 
or perineal opening. Washing; out the bladder for the 
removal of bacteria and for medicatiiiff its walls is always a 
proper prowdure. This may be done by attaching a catheter 
to a hard-rubber syringe. Introduce the catheter beyond the 
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cut-ofT muscle aud slowly Inject the fluid until a sensation of 
resistance or complaint of the patient indicates that the blad- 
der is distended, then allow the bladder contents to drain 
through the catheter. 

What are some of the solutdons used in irrigating the 
bladder? 
Normal salt solution, or boracic acid solution (2 grains to 
6 ounces), should be used in measuring the bladder capacity 
and to stop fermentation. In suppurative cystitis nitrate of 
silver should be used twice a week, beginning with 1 : 4000 
and gradually increasing to 1 : 1000. This solution should 
be retained in the bladder two or three minutes. Follow 
idlver injections with the salt solution to neutralize the former 
if the reaction is too severe. 

Describe tuberculosis of the bladder. 

Usually secondary to tuberculosis elsewhere in the genito- 
urinary tract, but may be primary. Infection generally 
comes from the prostate or kidney. The former followed by 
ulceration at or about the bladder neck ; the latter by ulcers 
in and about the ureteral orifice of the corresponding kidney. 

The bladder may present a number of discrete tubercles 
developed beneath the epithelium, which are usually grouped, 
the intervening mucous membrane appearing red, swollen, 
and velvety. 

As a result of breaking down, ulcers form. They are 
round and discoid, ranging in size from a dime to a five-cent 
piece aud having a dirty yellowisb-colored floor. 

What are the symptoms of tuberculosis of the bladder ? 

Irritability of the bladder aud heraaiuria. 

Irritability is characterized by frequent and painful urina- 
tion. At first the pain is not great, but at the end of the 
act, when the bladder contracts, there is severe sharp pain as 
the lust few droia are exjielled, felt along the under surface 
of the penis, in the glans, in the perineum, and often radi- 
ating down the thighs. The pain excites greater s|)asm, which 
in turn increases the pain so the acme is reached during the 
final expuldon. After ulcers have formed there is another 
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pain felt, occurring before urination. Urine prewure pro- 
duces spasm of the bladder, which in advanced cases fre- 
quently extrudes the bladder contents in spite of every effort 
to the contrary. 

Hematuria in tuberculosis of the bladder is an early, late, 
and constant eymptoni. The hieetling is not influenced liy 
motion and exercise, thereby differing from that caused by 



Fig. ■«.— Tuberculosis of the bloJdur (Orlli|. 

atoue, aud is rarely free blood, thus differing from that result- 
ing from neoplasms. The blood usually appears at the end 
of the act, accompanied by terminal pain from spasm. The 
next urine passed is usually tinged with blood, and so the 
bleeding continues for a few hours or days, then ceases, to 
start after a period of several days or weeks. The iirine is 
never actually free from blood, which may be demonstrated 
by the microscope. As the disease progresses, the urine be- 
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comes coDstantly hazy, and the actual hemorrhage may either 
not iDcrease or become leaa io quantity. 

The diagnosis is confirmed by finding tubercle bacilli in 
the urine and by cystoscopic examination. 

Bescribe method of collecting specimen and ezaminatitm for 
tubercle bacilli of the genlto-nrimur tract. 
To secure the urine from either kidney, catheterize the 

ureter through the cystoscope and collect direct in two bottles, 
one for either kidney. To secure the urine from the bladder, 
catheterize with a sterilized catheter. 

If the urine has a specific gravity above 1010, dilute with 
normal salt solution. Then digest it for twenty-four hours 
with the following fluid : commercial pepsin, S grains ; chloro' 
form, 10 c.c. ; water, 1000 c.c. ; hydrochloric acid in sufficient 
quantity to make 3 per cent. Now centrifuge for twenty-five 
minutes at the highest S|)eed. Make a smear, air dry, and 
fix with glacial acetic acid. After using this method, the 
pus and other organic matter will have been digested and 
only the tubercle baciUi will remain. Another method is to 
collect the urine for twenty-four hours — not practical for cath- 
eterization of the ureters — in a slerile vessel. Precipitate 
either by centrifuge or gravity a sufficient amount of the 
specimen and allow to dry in an oven for six hours at 50° C. 
The dried cover-slip specimen is then passed thr()Ugh a Bun- 
sen flame three tinitis. Cover-sli|>3 are then ready to be ■ 
staineil. The carbol-fuchsin and Gabliet's solution method 
give excellent results, and may be described as follows: 

A small portion of the specimen is smeared upon a cover- 
glass ; another cover-glass is superi(n|x»ed and the two rubbed 
together until the s[>ecimeu is attenuated. The cover-glasses 
are then separated by sliding them apart, leaving two pre- 
pared cover-glasses. When dry one of them is passed three 
times over tbe flame of an alcohol lamp to fix the smear. 
The cover-glass is then completely covered with the staining 
fluid and held over the flame until the solution begins to 
vaporize, care being taken to keep the cover-glass completely 



Note. — It is often necessary to make many e: 
bacilli can be demonstrated, owing to the volume of urine in which the 
tubercle bacilli are found. 
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covered with the Bolution during the heating. At the end of 
oue mioute the cover-glass ii washed in wat«r. The specimen 
is then decolorized with aoidulat«d alcohol (8 drops HCl to a 
natch-cryatal full of alcohol) and examined, with a y'j oil- 
immersion lens and Abbe's condenser. The specimen ia more 
brilliant if counterstained by Gabhet's acid blue. 

Carbolrfuehsin SuliUitm. 

Powdered fuchsin 1 part 

Alcobol 10 parta 

5 per cent, solution carbolic acid 100 " 

Mil and filler. 

GoMcC* Sdvtvm. 

Methylcne-blue 2 parte 

25 per cent, soluljon sulphuric acid 100 " 

What is the treatment of tnbercnlosis of the bladder ? 

General treatment appropriate to tuberciilosis elsewhere. 
Artiflea of diet which render the urine irritating, overdiaten- 
lion of the bladder, excessive fatigue, and especially chilling 
of the body must be avoided. The use of salol and boracic 
acid is appropriate. Instrumentation ia likely to precipitate 
an acute inflammation. Cystitis being present, irrigationa 
with corrosive aublimat«, beginning with a solution 1 ; 5000, 
gradually increaaing to 1 : 1000, may be used twice weekly. 

THE URETERS. 
De8cri1>e the nreters. 

The ureter is about 12 inches long and \ of an inch in 
diameter. It is a long cylindricnl muscular canal and con- 
veya the urine from the kidney to the bladder. It descends 
along the paoaa muscle behind the spermatic vessels and 
crosses the common iliac artery at or just above its bifurcation 
into the pelvis. Tracing it downward, it nina along the aide 
of the bladder external to the vas defereua and enters the 
bladder about 1^ inches behind the prostate and almut 
2 inches from its fellow on the opposite side. 

How can the nreters be examined ? 

The ureter can rarely lie felt when in the normal stata 
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When tender or enlarged, however, in a thin subject it may 
be traced almost from the kidney to the brim of the pelvis. 
In fleshy subjects it can only be felt at the latter point— viz., 
at the outer edge of the rectus muscle ou a line joining the 
anterior spines of the ilia. Tenderness at this point can 



Ro.27.— Course of UMlera on akin cjfHbdnmin (Ktlly). 

always be distinguished by |>nlpation, .and if the pnlient is not 
overfet, an eiilai^d ureter can l>e rolled between the finger 
and the iliac artery. 

In the female pelvis the ureter is readily felt through the 
vaginal vault almost up to the pelvic brim. 
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In the male, ODly in exceptional teases, can tenderness or 
enlargereeot at the lower extremity of tbe ureter be demon- 
Btrated by rectal touch in the region just internal to the base 
of the seminal vesicle. 



The cystoBCope reveals the condition of the ureteral orifice^ 
or whether pus or blood comes from the ureteral oi>euing. 
The ureter can he explored with the catheter. 
Describe ureteral calculus and the opemtioii for its removal. 

Ureteral calculi are caused by the descent of a calculus 
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from the pelvia of the kidoey. They have three points of 
predilection — namely, at the junction of the renal pelviB and 



m below (Kellyl, 

the ureter, in the lower third of the ureter where the sacrum 
bends forward, and in the intrayesical portion of the ureter. 
The symptoms vary according as the stone partly or com- 
pletely obattucts the flow of urine. In the latter instance 
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typical reaal colic and anuria are not UDCommoo, whereas in 
the former no symptoma whatever may be produced. A cal- 
culus may remain impacted for years. If the history and 




riQ. 30,— Pelvic portion ol 



symptoms of the caae be carefully stuilied and the results of 
palpation, catheterization, and a:-ray of the ureters be coneid- 
ered, a diagnosis should be reached. 
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The upper portion of the ureter may be exposed by either 
of the two princijjal incisioua deseril>ed tor exposing the 
kidney. 

If the oblique incision be prolonged around the iliac crest, 
parallel with Poupart's ligament, to a point corresponding to 
the external abdomiual ring, nearly the whole length of the 
ureter can he brought into view. 

The abdominal portion of this incision is carried down to 
the peritoneum, which is then separated and displaced inward 
so as to expose the ureter. 

A longitudinal incision ia then made in the ureter, the cal- 
culus extracted, and the wound closed with catgut. In cases 
where the ureter is greatly distended with foul, decomposed 
urine and pus, drainage is to be employed. 
. Calculus at the brim of the pelvis may be attacked extra- 

¥;ritoneally through an incision in the linea semilunaris, 
he extraperitoneal incision is usually preferred if there is 
infection. 

Calculus at or near the vesical orifice of the ureter may be 
reached in a variety of waj-s. If the stone bulges into the 
bladder it may be extracted through the bladder. Snpra- 
pubic cystotomy permits removal of the stone by divulsion or 
incision of the ureteral orifice and with the scoop. 

When the stone lies outside the bladder, low down in the 
pelvis, it is extremely inaccessible. Sometimes it may be 
reached through a transverse jieTineal incision ; the intraperi- 
toneal or inguinal ia preferable to other roules of access. 
Four points must l)e considered: (1) The incision in the 
ureter should be longitudinal ; (2) l)efore making the incision 
the stone should be pushed from its bed in order that the cut 
will l)e made through tissues imafiected by pressure from the 
stone; (3) before closing the ureteral incision the entire 
ureter must be explored with a long probe in search of other 
stone or stricture; (4) ureteral incision should be closed 
with fine silk or catgut, not piercing the mucous membrane. 
Drainage is important. 

Describe ureteral neoplasms. 

There are two kinds of ureteral Inmors, lioth of which have 
a papillary structure ; one ia true papillary carcinoma, and 
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the other simple papilloma. The latter is so prooe to dt^en- 
eration that it might be said in a geaeral way that ureteral 
neoplasms are all malignant. 

The clinical picture is one of intermittent hemalonephrosia. 
Rarely fragments of the tumor may' he washed to the bladder 
and then form in the urine. 

A cystoscopic examination determines their source by ex- 
cluding the bladder. 

The treatment consists in complete extirpation of the kid- 
oey, with removal of as much of the ureter as is possible. 

Wliat is oreteraJ fistula 7 

An abnormal opening in the ureter which may be congen- 
ital (rare) or acquired. Acquired fistula usually follows 
some operation, aa abdominal section, vaginal hysterectomy, 
or after the removal of stone or the correction of stricture of 
the ureter. The dischai^ is usually uropurutent, sometimes 
simply purulent, rarely simply urinary. The presence of 
urine in the discharge usually indicates that the tube leads to 
a functionating kidney. The treatment consists in ureteral 
anastomosis if the kidney functiouates, otherwise ureter- 
ectomy. 

What are tbe canses of stricture and obstruction of the 
ureter? 

Stricture of the ureter depends upon an inflammation which 
has previously involved either the kidney or the bladder. 

The causes of obstruction are congenital deformity, calculi, 
operation, kinking, or new growth. The symptoms from both 
are those of hydronephrosis, and the treatment is operative. 

Describe the operative treatment for stricture of the ureter 

(Keye.). 
After the oblique lumbar incision has been prolonged into 
the inguinal region (see Operation for Nephrotomy), the 
hydronephrosis is evacuated and a probe introduced into the 
ureter from the renal pelvis should sound the ureter until 
the stricture is detected. Lift up the peritoneum and follow 
the tube until the strictured portion is reached. At this point, 
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if the peritoDeum is adherent, it must be torn away to free the 
ureter. This tear must lie sutured immediately. The ureter 
is then brought up into the wound and the strictured portioD 
iDci§ed longitudinally. This longitudinal incisioa is theu 
BUtured transversely. If the operation cannot be done (in- 
ability to free the ureter or accidental tear across the ureter, 
stricture too wide, or the walls above too friable), the ureter 
must be divided and some form of ureteral anastomosis em- 
ployed. Obatruelions of the second class are usually due 
to nephroptosis, and often the cause of intermittent hydro- 
nephrosis. The obstruction is at or near the junction of the 
ureter and pelvis, usually consisting of a kink surrounded by 
adhesions. 

Wbat is th« operatdve treatment for obstruction of the ureter ? 

(Keyes.) 

The indication is to secure free outflow for the urine. 
Kinks muMt be straightened and stenosis relieved. 

The simplest way to accomplish this threefold purpose is 
to replace the prolapsed kidney. The oblique incision is 
made, through which the pelvis of the kidney is emptied of its 
contents, adhesions are broken up, and the internal orifice of 
the ureter palpated and inspected through the incision into 
the pelvis of the kidney. If the probe passes freely down the 
ureter, the kidney is replaced. Herein lies the cure for the 
condition — reposition of the prolapsed kidney. The organ 
should be replaced high up under the ribs. When there is 
difficulty in finding the internal orifice, incise and invert the 
hydronepbrotic sac, inspecting the internal surface ; or map out 
the ureter below, and pass a probe upward through a small 
longitudinal incision. If the pelvic dilatation has occurred 
irregularly, and after the kidney has been replaced, there is 
still a pouch hanging below the ureteral orifice ; the pouch 
walls should be scarified and sutured together. When pelvic 
pouching and stricture are associated, lateral anastomosis of 
the ureter with the pelvis is indicated. This is done by 
suturing a longitudinal incision in the ureter helow the 
stricture to a corresponding incision at the most dependent 
point of the pelvis, fine catgut being used. In spite of the 
many cures following plastic operations for obstruction with 
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hydronephrosis the old operation of eimple nephrotomy and 
drainage bolde its own for relief of this condition. 

What is nreteial anastomosis ? 

Establishing the flow of urine through a divided ureter. 

Describe nietero-nreteral anastomiHiiB (Foggi ; Bov4e ; Van 

Hook). 
This may be done in three ways — end-in-end anaatomoeis, 
oblique eud-to-end anastomosis, and lateral anastomosis. In 




tube hu been llgated Had 



the end-in-end anastomosis the upper end of the severed ureter 
is cut obliquely (to prevent stricture) and the lower end dilated. 




;pAiTyiiigthe tmiMloii suture attarbed [o the renal por- 
been pd&ert lntJ> the alH In the waUoflhe TeMol por- 
hort dlilance. and pushed out through the wall {Vaa 



The upper end is then drawn into the lower by a single suture, 
the longitudinal incision closed by Lembert sutures of fine 
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silk, and the union strengthened by a circle of silk Lembert 
sutures, surroundiug the external line of the joint In the 
oblique end-to-eod nuastomosis both ends are cut obliquely, 
dilated, and sutured with rectaugular and simple interrupted 
sutures of silk, traversing only the outer coats of the duct 
and reinforced by a few Lembert sutures. lu lateral anas- 
tomosis the lower end of the severed tube is ligated about oue- 
fourth of an inch from its free end. Oue-fuurth of an inch 
below the ligature incise the tube longitudinally. The open- 
iug must be twice as long as the diameter of the tube. Split 
the other end of the ureter for one-fourth of an inch from iU 
free end ; this secures patency. Pass two very small cambric 
needles, armed with one thread of catgut, through the wail 



b(^en titcl togelder (Van Houtl. 

of the upper end of the ureter one-eightb of an inch from the 
extremity from within out, the needles being from one-tenth 
to one-eighth of an inch apart and equidistant from the end of 
the tube. Tlie loop thus formed secures anchorage for draw- 
ing the upper end of the ureter into the slit made in the lower 
end. The needles are passed through the slit in the lower 
end of the ureter into aiid down the tube for one-half of an 
inch, where they are pushed through the wall side by side. 
Now draw upon the catgut until the upper end of the ureter is 
drawn into the slit of the lower end. When this is done, tie 
off the catgut. A circle of catgut lembert sutures may be 
used to reinforce union and hold the walls in position. The 
joined ureter should be finally enveloped with peritoneum. 
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Describe CTsto-ureterotresis. 

Cysto-ureterotreais (ureterocysloneostomy), or the anasto- 
mosis of the ureter with the bladder, is dooe as follows : 

Through the lum bo-inguinal incision (see Nephrectomy) 
elevate the peritoneum until the bladder, distended with 
boracic acid solution, is exposed. The ureter is freed from 
the peritoneum and drawn down. The bladder is now 
emptied, by catheter and incised on the point of a small 
sound, at the most convenient point, as near as possible to the 
trigone. The end of the ureter is slit to prevent stenosis, and 
the tube is then drawn down into the incision in the bladder 
and stitched. If the ureter seems too much on the stretch, or 
too short, some distance may be gained by loosening the pubic 
attachments oi' the bladder and suturing the fundus to the 
lateral pelvic walls. 

Describe entero-nreterotredB. 

This operation, or the implantation of one or both ureters, 
into the bowel (the rectum or the sigmoid flexure) is followed 
by early results that are encouraging ; hut ascending infec- 
tion nearly always follows ; as the patient grows older compli- 
cations from stenosis of the field of operation render the pro- 
cedure hazardous. For description of operation, see Maydl's 
Operation (Keyes), as described for diverting the urinary 
Stream iu complete epispadias. 

What is ureterectomy? 

Excision of the ureter It may be d ne in the following 
way (White and Mart n) ^\ th the pat ent 1) ng on his side 
the oblique lurabo-ll o- ngu nal nci on s n ade (see Nephrec- 
tomy) and carried down as far as need he even to ihe external 
abdominal ring. ^\ hen the per toneun s reached t is care- 
fully lifted- up and the reter looked for If the operation is 
done with nephrectomv the ureter s usually easily traced 
down ; if, however, tl e ureterect n y s seco darj it is better 
to search for the duct where t cr ses tl e br n of tl e pelvis. 
The peritoneum is 1 fte 1 an I tl e finder feels for a d recog- 
nizes by their pulsat ons the internal and external iliac 
arteries. 

1. logle 
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Opposite tbe juoctioa of these, closely confiDed to the peri- 
toaeum by ils sheath, the ureter will be frefjueotly foucid. 
The sheath is aicked aud an aueurlsiu needle pas^ under 
the ureter, after which the dissection is easy. The ureter 
should be dissected to its bladder iusertioo, where it may be 
tied off aod cut between ligatures. The external wound ia 
closed in layers and proper drainage established. 



THE KIDNEYS. 
What ia tlie gross anatomy of the kidnesn 7 

The kidney is ovoid in shape, flattened anteroposteriorly 
and with a deep notch — -the iiilum — in its inner iwrder. The 
renal vessels and nerves enter tbe kidney through the hiluni, 
the vein lying in front of the artery, while behind there is 
the conical pelvis terminating be- 
low in the ureter. Tbe central 
cavity ia called tbe sinus and is 
lined by a prolongation of ibe 
fibrous coat of the kidney which 
enters through the hilum. 

Tbe kidney is aiwut 4 inches 
long, 2i inches wide, and a little 
over 1 inch thick, aud weighs 4! 
io 6 ounces. The kidney is closely 
surrounded by a fibrous capsule 
sending fine procei=sefi Iwtweeu tbe 
secreting tubules. A thin, irreg- 
ular layer of unstriped muscle 
lies between tbe capsule and the 
kidney. When tbeorganishealthy 
the capsule is easily stripped, but 
chronic inflammation causes the 
capsule to adhere firmly, 

A vertical section shows the se- 
creting structure of the kidney to 
consist of two parts — au outer or cortical portion aud an inner 
or medullary portion, the latter made up of rouuded cones 
(pyramids) whose apices (papilla; mammillw) project into the 
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»auB of the kidney ; while between the medullary pyramidB 
the lighter colored cortical portion of the organ also abuts oq 
the sinus. 

The renal arteries are given off from each side of the 
abdominal aorta aud proceed directly outward to the kidney, 
lying behind the renal veins (the right reual artery running 
behind the inferior vena cava). As the artery enters the 
bilum of the kidney it divides into several branches, which 



Fro. 35.— RldnerJODKitudlnal eectloii, exhibi (In); general relations of mlcro- 
BCOpirdcUilB (after Pterson: ^, Renal arlerv i [', vireler; C.oiieof theculvces. 
intowhlch a papilla projecta: Lcnrtexconlsiiiiiie labyrinth <l)un<l medullary 
raya(m); a, medulla; *, Malpigblan py ram Ida. some obliquely cut at ». »: 6. 
bouDdary layer: B. colDinns of Bertini; 4, masses of adipose tissue; 6, 6. 
branches of renal artery (after Itenle). 

enter the cortical suhstanre and are thence distributed through 
the organ. 

The renal veins accompany the arteries, lying in front of 
them, and eniply into the vena cava. On the left side the 
spermatic, inferior phrenic, and suprarenal veins are tribu- 
taries of the renal. The nerves are derived through the 
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renal plexus, from the solar plexus, the semilunar ganglion, 

and the lesser and smaller eplanchnic nerves. TheBpermatic 
plexus is derived from the renal plexus. The lymphatics 
accompany the blood-vessels and empty into the lumbar 
glands. 

The kidneys lie on each side of the spine in the upper 
lumbar region behind the other viscera and outside the peri- 
toneal cavity. They rest on the diaphragm and psoas magnus 
and quadratus lumlHirum muscles, between the twelfth dorsal 
and the third lumbar vertebrse. The upper extremities lie 
nearer to each other than the lower, and the internal borders 
face a little downward and forward, the outer border upward 
and backward. The right kidney lies lower than the left, on 
account of the [waition of the liver above. 

The kidney, Burrounde<l by its capsule and capped by the 
adrenal, lies embedded in a mass of loose cellular tissue 
usually containing a quantity of fat and calculated to permit 
slight changes in its position and size. The fat (perineal fat) 
quite fills the hollow of the loin and is surrounded and held 
in place by a distinct fascia. 

Behind, the kidney is in relation with the diaphragm and 
the psoas and quadratus muscles. The lasl dorsal nerve runs 
transversely between the muscles and the perineal fascia, and 
the pleura usually descends between the ribs and the dia- 
phragm low enough to cover the upper third of the organ. 
The right kidney is covered in front by the right lobe of liver, 
peritoneum intervening, the descending portion of the duo- 
denum, and the beginning of the transverse colon. 

The left kidney has in front the fundus of the stomach, 
the lai! of the pancreas, and the descending colon (upper 
part). 
Wliat is tbe pelvis of the kidney? 

The pelvis of the kidney is the dilated upper extremity of 
the ureter within the kidney. At the base of the renal pyra- 
mi<ls the epithelium of the uriniferous tubules joins with the 
fibn)us coverinfr of the cortex, the one to form the inner, the 
other the outer coat of a dilatation incluiling one or more 
papilla! and called a calyx (infundibuluni)- The calices 
unite to form the pelvis, an irregularly funnel-shaped pouch 
r.r ..I A.^HH^Ie 
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which protrudes from the lower and back part of the hiluin, 
whence it ruos dowQwanl, narrowing rapidly to become the 
ureter proper at a level with the lower end of the kidney. 

Wba.t U the effect of anestbeaia upon the kidneys ? 

Albumin and casts appear in the urine after anesthesia, but 
tbia is tranaitory if the kidneys are normal. If the kidneys 
are diseased, chloroform is the preferable anesthetic, unless, 
as is common iu advanced kidney diseiise, there ia also a myo- 
carditis. In the latter case ether may be the less dangerous. 
The choice must be made between chloroform, which may 
paralyze the inflamed heart muscles, and ether, which coa- 
tracls the arterioles of the kidneys. 

The A. C. R mixture involves both dangers. 

How ma7 the kidnoys be examined? 

Inspection reveals nothing unless the organ is so enlarged 
that from its fixed point against the spinal muscles it bulges 
so as to change the contour of one side of the ubdunien. Pal- 
pation is practised with the patient ujiou his back at the edge 
of the bed in the attitude which relaxes the muscles of the 
abdomen. To examine the right kidney the surgeon makes 
pressure with the index and middle finger upon the triangu- 
lar depressible spot between the last rib and the vertebral 
column. The right hand is then placed close under the free 
border of the rib and firmly pressed upward and inward 
while the patient takes a very deep breath. At the time of 
the deep inspiration the fingers of the left hand are quickly 
pressed forward. If the kidney is tender, this will give pain ; 
if enlai^ed or displaced, the o^an will be felt by the right 
hand. 

What are the ahnonDaUtieB of the kidney 7 

Unimportant congenital malformations are common. There 
may be one or several kidneys, and two kidneys may l>e fused 
or one atrophied. 

What is mobile kidney ? 

A mobile kidney is one which is abnormally atualetl and 
unduly movable. 

r.r ..I A't-HH^Ie 
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• The degree of mobility is variable ; in some casea the kid- 
ney may be displaced only a short distauce, while in others 
it may be freely moved upward under the costal arch or 
downward apparently as far as the small pelvis. 

Movable kidney may be congenital, although it is more 
frequently acquired. It is more common on the right aide 
than on the left, and affects women oftener than men. 

A dislocated kidney is a previously movable kidney which 
haa become abnormally anchored in consequence of inflam- 
matory adhesions. 

In a large number of casea movable kidney does not give 
rise to any symptoms. 

In the minority of cases the pronounced symptoms are 
nervous disturbances, caused by pressure and traction upon 
the nerves of the kidney. Neuralgic pains radiate to the 
sacrum, back, and groin, and are increased by bodily exer- 
tion. Digestive disturl>ances are also marked, such ae ano- 
rexia, nausea, vomiting, constipation, and distention of the 
abdomen. 

Diaturbancea of micturition may be preaent. and there may 
be occasional renal colic The diagnosis may l)e confirmed 
by palpation. 

What is the treatment for nephroptosis ? 

Palliative : Improvement of the general health and the 

uae ol' an abdominal supporter. 

Radical: Anchor the kidney (Nephropexy). 

Describe nephropexy. 

The patient is placed on the sound side, a sand-bag pillow 
under the loin. The incision Is made an inch below the last 
rib and close to the outer border of the erector spinse muscle, 
and runs obliquely downward and fgrward toward the iliac 
crest for three inches, the incision being enlarged if required. 

Divide the skin, the superficial fascia, the fat, the external 
oblique, the posterior border of the internal oblique, and the 
outer edge of the latist^imus dorai. The inciaion exposes the 
lumbar fascia. Push aside the last doreal nerve and incise 
the lumlmr fascia, when the fat will bulge into the wound. 
Two distinct layers of fat exist ; tear this fat through to ex- 
r.r ..I A't-HH^Ie 
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pose the kidney. An aaustant, with his fist presaiug on the 
belly, pushes the kidaey up into the loin. Pass a curved 
Deedle, armed with a. thick suture, through the muscles aud 
fiiscia of the back which forms the outer edge of the wound, 
through the remnants of the tatty capsule and into the kid- 
aey parenchyma near the outer convex border of the kidney. 
The needle penetrates the kidney to the depth of about i inch 
and emei^es at a point about | inch internal to ita point of 
entrance. After emerging from the kidney the needle passes 
through the remnants of the fatty capsule and the muscles 
and &scia of the back which form the inner edge of the 
wound. Three such auturee are put in place, one at the 
upper end of the kidney, one at the lower, and one in the 
middle ; but none of them are tied. The deep parts of the 
wound in the back are now approximated by buried sutures. 
When this is done the three sutures which pass through the 
kidney are carefully tied, without pulling, so as to avoid tear- 
ing them out of the kidney. The superficial wound is closed 

What injuries ma^ occur to the kidneys ? 

Contusions, with or without rupture. The kidneys rarely 
suffer from trauma, but may be bruised or burst from direct 
violence, the lower rib being broken. Bruises causing sub- 
capsular hemorrhage are exceedingly painful. Recovery 
usually occurs when the blood is evacuated. 

If there is extensive laceration of the kidney, blood and 
urine soon form a tumor in the loin which may result in gen- 
eral subperitoneal infiltration. In other cases blood passes 
by way of the bladder. Slight injuries of the renal paren- 
chyma take care of themselves. Slight injury to the kidney 
is attended by shock which seems disproportionately great, 
and severe injuries are followed by gangrene or the burrow- 
ing of pus and urine, and usually death from toxemia. 

Wha.t are the cardinal symptoms of rupture of the kidney ? 

Shock, hematuria, variation in the quantity of urine ex- 
creted, tumor, aud pain. The first evidence of this condition 
is likely to he hematuria, although there may be rupture 
without it, owing to a blood-clot in the ureter or rupture of 
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Wbat is the character of the bleeding ? 

It 18 rarely constant. The uriae may coDtain more or less 
blood for weeks. 

Exceptionally, bleeding may not be appreciable for several 
days after the injury. 

Describe the variations In the urine after iijnry. 

The effect of shock is to lessen the amount (oliguria) or to 
prevent entirely the formation of urine (anuria) during 
twenty-four hours. If anuria continues, the necessity for 
nephrotomy is absolute. After the urinary flow is established 
there is compensatory polyuria. 

Describe the tmnor resulting firom rupture of the kidney. 

If the extravnsated blood and urine form a palpable tumor 
it is found in the loin of the affected side. It may be several 
days in developing. It is usually quite large and may be 
apparent in the groin. The tumor is elastic without appre- 
ciable fluctuation. 

Describe the pain of ruptured kidney. 

Pain does not necessarily follow rupture of the kidney. 
The su[>erficial, slight contusions produce local pain and ten- 
derness. A blood-clot may bring on a pain like that of renal 

colic. 

What is the treatment for rupture of the kidney 7 

.Shwtk is so severe that treatment must l)e immediate. The 
patient should be put to bed and surrounded with hot bottles. 

Htrychnia and nitroglycerin should l>e given hyiKKlermically. 
Medicine or HmhI at this time is likely to incite vomiting. 
Morphia should be injected lor pain, but it should be used 
sparingly for fear of masking the symptoms. The catheter 
should be employed with the most minute antiseptic precau- 
tions, for the bloody urine in the bladder is unusually recep- 
tive to infection. The adminislralion of normal salt solution 
may be called for. 

Immediate operation is called for only when the patient 
fails to rally fn)m his shock or when there is evidence of 
grave internal injurj- associated with little shock. Afl*r the 
first shock is over the expectant treatment may tie; continued. 
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provided the patient grows progressively stronger. The sur- 
geon should be prepared to operate, however, at the first 
uD&vorable symptuni. 

The usual indication for operation at this time is continued 
hemorrhage, as shown by the growing tumor in the loin. 
Anuria, persisting for twenty-four hours, is another indication 
for operation. Beginning sepsis, as shown by unfavorable 
temperature and pulse, also indicates surgical intervention. 

The surgeon employs the incision with which he is familiar. 
Upon incision of the fascial envelope, clots, blood, bloody 
urine, or pus exudes and should be wijjed away. If copious 
bleeding is encountered, the reual artery must be clamped and 
tied, though, as a rule, the hemorrhage may be controlled by 
suture of the kidney and packing. Provide for ample drninage 
by gauze packing. Secondary nephrectomy may be required 
if prolonged suppuration ensues. (See Nephrectomy.) 
What la perineplnitic extraTasation ? 

The penetration of urine or blood into the perirenal tissue. 

If blood alone is extravasated, as is the case when the 
pelvis of the kidney is not torn, a tumor forms quickly, re- 
mains aseptic, and may he finally absorl)ed. If the pelvis is 
affected, urine is added to the tumor, and it inevitably suppu- 
rates. The tumor from urine alone forms slowly ; the swell- 
ing appears in the loin, perhaps later extending downward to 
the inguinal region. 
What is the treatment of perinephritic extravasatjon ? 

i;xploratory incision should be made in all cases. An 
outlet for the urine must be made and free drainage estab- 
lished. If sepsis supervenes, nephrectomy may be necessary. 
What is perinephritis 7 

An inflammation of the fibrous capsule of the kidney. The 
prominent symptom is pain. The word perinephritis is now- 
used to cover inflammation of the fatty envelope as well. 
The inflammation usually results in the formation of many 
email subcapsular areas of suppuration, which finally coalesce, 
forming one or more large abscesses. 

If the flow of urine from the pelvis of the kidney is 
obstructed, the case becomes one of pyonephrosis with its 
attendant dangers. r,.,- ..i ■, LntHHJie 
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What are tlie symptoms of perinephritis ? 

If the fibrous envelope l>e inflamed there is acule pain 
resemhling renal colic Miatite abscesses cause little psin, 
but the larger ones, formed by coalescence, cause severe pain 
acd the evidences of toxemia— irregular chills, fever, and 
sweating. The prognosis of such a case is grave. 

When suppurative nephritis that is not gonococcic occurs, 
it develops slowly ; there may be repeated chills, mild fever, 
and loss of strength and weight ; then pain develops in the 
kidney. Pus may or may not appear in the urine, and a 
tumor of the kidney may or may not he discoverable. 

What is the treatment of suppurative nephritis ? 

Free incisions into the phl^monous area should be made 
and drainage established through the loin. If the kidney is 
involved, it should be incised and drained. If it is found to 
he mostly destroyed, it should be removed. 

What is hrdionephrosis ? 

Distention of the pelvis of the kidney from obstruction to 
the flow of the urine. The obstruction may be at any point 
in the urinary tract, but it occurs oftenest at the initial end 
of the ureter. The hydronephrosis may \ie permanent or it 
may he intermittent, the urine at times escaping, usually 
into the bladder. It may be partial, one or more calices 
being affected by stone or cicatrix ; or total, as when the 
ureter is blocked by a calculus, blood-clot, coherent pus, or 
necrotic slough. The result of permanent hydronephrosis is 
atrophy of the kidney which follows the damming back of 
the urine. In incomplete or intermittent obstruction, some 
urine escapes, afibrding partial relief. In such conditions the 
kidney does not atrophy, but a general dilatation of its cavity 
results. 

Obstruction from stricture of the urethra and hypertrophy 
of the prostate is responsible for more than one-fourth of all 
eases of hydronephrosis. 

Stone, blood-clot in the ureter, and kinking of that tube 
are the commoner causes of obstruction. Pressure, tumors, 
or adherent renal veaiels may be its source. Obstruction 
from kinked ureter is likely to be intermittent. 
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Tbe tumor of hydronephrosis may involve only part of the 
- kidney, but usually the sac wall consista of renal pelvis and 
capsule. The kiduey becomes an irregularly lobuiated tumor. 



Fig. 36.— HyarcineDhroats: Ftrst stage (Le Denlu). 

What are the symptoms of hydronephrosiB ? 

Cases of partial obstruction may exist without symptoms 
until the tumor is palpable. The tumor is smooth, rounded, 
fluctuating, and extends into the abdomen behind the colon. 
In intermittent hydronephrosis there are attacks of pain re- 
sembling kidney colic, and often after several such seizures 
the tumor disappears and there is an excessive discharge of 
urine. 

The patient grows anemic, and ultimately the intermittent 
variety may become constant from fixed obstruction. 

In the jiermanent variety there is history of pain and sore- 
ness about the kidney and of a tumor which has developed 
slowly. In neither tbrm is there marked systemic disturb- 
r., ..I L.OtH^le 
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ance and there la no fever. The prc^noais is favorable if 
but one kidney is affected, and grave indeed if both are 

iovolved. 

What is the treatment of hrdronephroais ? 

iDternal medication is valueless. Mauipulation and mas- 
sage of the tumor, which should be gentle, may remove an 
impacted calculus or straighten a Ifink in the ureter caused 
by a floating kidney. Ureteral catheterization may relieve a 
(Aricture or valve formation in the ureter. The ureter may 
be exposed and operative intervention instituted to relieve 
the obstruction. Aspiration may be advisable for temporary 
relief If there is no discoloration or prominence to suggest 
some other site, the point of election fur aspiration on the right 
side is half-way between the last rib and the crest of the ilium, 
on the left side 1 inch in front of the last intercostal apace. 
Nephrotomy and anchoring the kidney may be called for. 
The excision of a very lai^e hydronephrotic kidney may be 
indicated. This operation ia greatly &cilitatad by getting 
down to the capsule proper. This is accomplished by cut- 
ting the tissues layer by layer, each layer being raised by 
forceps before l>eiug cut, and the cut being made between the 
two forceps. Having reached the capsule, clear as large an 
area of ils surface as possible without excavating its contents. 
The contents of the tumor should be emptied by means of a 
trochar and cauula. The canula should be provided with a 
long rubber tube to drain away the fluid without soiling the 
wound. When the tumor has collapeed, withdraw the canula 
and clamp the opening with forceps. Full the now flaccid 
tumor wall out of the lumbar wound, separating adhesions 
with the finger. In the dissection, especially near the region 
of the hilus, avoid tearing the pedicle ; vena cava or other 
veins are easily ruptured. 

Describe cysts of the kidney. 

There are three varieties : simple, multilocular, and hydatid. 

Simple cysts are due to constriction of the renal tubules and 
vary widely in number and in size. Cysts occur after middle 

age ttud are usually bilateral. The high per cent of albumin 
differentiates the fluid in the cyst from that of a hydro- 
nephrosis. 
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In multilocular cysts there is a tumor in which fluctuation 
is iDdistinct ; unless the cysts attain considerable size they are 
not dangerous. 

Wliat is tlie treatment of simple cysts of the kidney 7 

There ia no aatiBfaclory surgical treatment, aa cystic degen- 
eration Ib usually bilateral. Punctured cysts refill and drain- 
age results in fistula. 

What are hydatid cysts of the kidney 7 

EchinococcuB cysts. The kidney furnishes about 5 per 
cent of the cases of this rare disease. They begin in the 
cortex and develop slowly, giviug rise to no symptoms until 
quite large. Positive diagnosis depends upon tiudiiig the 
booklets of the echiuococcus tn the urine or aspirated fluid. 
Neglected, these tumors burst into the pelvis of the kiduey, 
their contents passing with the urine. 

Treatment by incision and drainage is usually successful. 

What are the benign tumors of the kidney ? 

Fibroma and lipoma of the body of the kidney and papil- 
loma of the pelvis. Fibroma is common while the others are 
rare. They seldom demand interference. 

Wliat are the malignant tnmora of the kidney 7 

Carcinoma and sarcoma. They give rise to intermittent 
pain iu the neighborhood of the kidney, which at times 
resembles renal colic 

Hematuria occurs at some time in about half the cases, 
and may be slight or dangerously severe. 

If hemorrhage occurs microscopic examination may be 
made of fragments of the neoplasm from the urine. 

The cancerous cachexia and loss of flesh are noticeable, 
and the tumor may be palpable. 

What ia the treatment ctf malignast tnmor of the kidney? 

Surgical ; lumbar nephrectomy, with removal of the upper 
portion of the ureter. 

What ate the snigical inflammations of the kidney 7 

Inflammations of microbic origin which bt^in in the pelvis 
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of the kidDey. They are catarrhal and suppurative pyelo- 
nephritis (often described as subdivisions of pyelitis) ; pyo- 
□ephrosia and abscesa. Pyogenic bacteria are always present 
The bacillus coli joipa this class when there is iaflammatioa 
of the digestive tract. 

The invasion of the kidney may be ascending, coming from 
the bladder, prostate, or urethra by bacterial invasion, or 
descending when the microbes come from the general circula- 
tJoD. Pyelonephritis is likely to be taken for chronic inter- 
Btitial nephritis with an accompanying cystitis. 

What are Ute chief predisposmg causes of pjrelimepliTitis ? 
Catarrhal pyelonephritis ofleu results from ureteral reten- 



Fio, 37.— Pyelonephrllia, showing lines of ttacendlng suppuration (KBuftnftnn). 

tion; the suppurative variety from calculus, tuberculosis, or 
malignant growths. Pyelitis, whether catarrhal or suppura- 
tive, does not occur without the parenchyma of the kidney 
being involved. 

Describe acute catarrhal pyelonephritis. 

There may be a chill with a sharp rise of temperature. 
The symptoms are transitory, there being little evidence of 
septicemia, except headache. The urine is very acid, aud 
contains Itacteria, albumin, and casts. Resolution may occur 
or the case may become one of suppurative pyelonephritis. 
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What aie tlie symptoms of chronic prelonephritis ? 

Indigestion, ootistipation, acid bacteriuria. and toxemia, 
usually the result of cystitis foUowiug stricture or prostatic 
hypertrophy. Progressive sclerosis finally establishes an iu- 
terstitjal nephritis followed by a slight albuminuria aud con- 
sequent cardiac hypertrophy. 

The diagnosis depentfe upon the chemic and microscopic 
examination of the uriue. 

What are t^ symptoms of suppurative pTelODephritis ? 

A chill is followed hy high fever aud evidences of sepsis. 
There are pain and tenderness on pressure over the kidney. 
Pyemia may not supervene because the pus is pent up. 

The patient may die from the septicemia, or the abscess 
may break and discharge by way of the ureter and bladder. 
If this occurs the tumor is diminished in size and septic symp- 
toms are relieved. The suppurating cavity is liliely to refill 
and the trouble becomes chronic. 

Whal: are the symptoms of chronic suppnratiTe pyelo- 
nephrltas? 

Septicemia, pyuria, pain, tenderness, and swelling of the 
kidney are present, their severity depending upon the free- 
dom with which the pus drains. The symptoms become acute 
if the pus is so peut iip as to disappear from the urine. In 
some cases the |>eriods of intermittence are less marked be- 
cause drainage is always incomplete. 

DeBCribs pyonephrosis. 

The result of blocking of the ureter during a pyelonephritis 
or the entrance of pyc^enic organisms into a hydronephrosis. 
Blocking of the ureter gives rise to acute paroxysmal pain 
and increases tenderness. Suppuration beginning in a hydro- 
nephrotic sac is followed by chill and high fever and the evi- 
dences of infection. 

If any urine comes from the affected kidney it shows pus 
and bacteria. 

Describe abscess of the Udney. 

Abscess of the kidney is suppuration of the substance of 
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that organ, the result of germs from the general circulation. 
It occurs iu pyemia aod other acute constitutional diaeaees 
and from embolism, and may become chronic aud riddle the 
kidney. The renal pelvis is not iuvolved iu the inflammation 
unless aa abscess bursts iuto it. Keual abscess is usually 
unilateral. The symptoms are those of pus absorption, aud 
the proguosis is bad, but operative intervention has saved 
many patients. 

'What is the treatment of surgical inflanimatlotts of tlie 
kidne;? 

Iu catarrhal pyelonephrids the stricture, hypertrophied 
prostate, pelvic tumor, or peritoneal adhesions should be re- 
moved in the interest of drainage. 

In ascending suppurative pyelonephritis drainage must be 
established through the urethra or by nephrotomy. 

In pyonephrosis nephrotomy is necessary, as well as the 
operative correction of the obstruction which is its cause. A 
lumbar fistula from the nephrotomy may require an opera- 
tion to close it after drainage is established through the 
urinary tract. In abscess of the kidney the choice between 
nephrotomy and nephrectomy should be made afl«r the organ 
has been exposed. 

Operation is futile in abscess from pyemia. 

Describe renal and ureteral calculus. 

A urinary calculus is a stone-like Ixidy made up of crystal- 
line urinary salts, gathered in laminx by organic matter around 
a nucleus. Two-thirds of all calculi are made up chiefly 
of uric acid. Oxalate of calcium stone is next in frequency. 
Both are built in acid urine. Phosphatic stones which are 
made iu alkaline urine are less frequent, and stones in which 
cystiu, xanthin, or ammonium urate predominate are very 
rare. The nucleus of a stone is a uric acid crystal, a bit of 
epithelium, a blood-clot, or other foreign bo<Iy. In the kid- 
neys there may be one stone or a great number. Calculi 
often have fantastic shapes. Btone is an accident of middle 
life. 

Hov are renal calonli likely to cause trouble 7 

A calculus formed iu the renal pelvis may at any time be 
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carried mto the ureter, obetructicg it partially or completely. 
The points of lodgment, named in order of frequency, are the 
renal end of the ureter, its vesical end, and at the edge of the 
pelvic brim. 

What is renal colic ? 

The terrific paroxysm of paio incident to the lodging of 
the calcuius iu the ureter. Urine presaing iu the tube behind 
the Ertone may push it onward into 
the bladder, or, by dilating the tube 
behind it, cause it to slip back into 
the pelvis of the kidney. The ure- 
ter may adapt itself te the presence 
of the foreign body. If the stone 
does not completely obstruct the 
ureter, hydronephrosis is likely to 
follow. If the obstruction is com- 
plete, the kidney becomes acutely 
congested and ultimately atrophies. 
A large stone impacted may cause 
ulceration and perforation of the 
ureter and the formation of a pus 
cavity. 

What are the STmptoms of renal 
and ureteral calculi? 

Pains dart down the ureter to 
the testicle and head of the penis, 
the testicle being drawn up. There 
ia usually an incessant desire to uri- 
nate, although there is almost abso- pio. as.— Dilatation of tbe 
lute suppression. What little urine S^nlswinE'")™''^"'''"" obatnic- 
there may be passed is tinged with 

blood. The pain comes in paroxysms. During the intervals 
there is relief, except a sensation of pressure in the region of 
the trouble. The pain may be so severe that the patient vomits 
and faints. The skin is bathed in a cold sweat. 

Palpation may show a point of tenderness over the location 
of the stone. The pain from a fixed stone in the ureter is a 
dull, continuous ache. Kidney colic often occurs iu persons 
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Fin, 39.— Un(^ acid calculus ; the lower hair wae embedded in a saccul 
the upper hair, bet He exposed to Itae urine, beesme cnaled with phosphal 
a, Phoaphatic exterior ; b, uric acid (Clarke). 

who are apparently healthy. Stones which have given r 
to no symptoms are sometimea found at autopsies. 
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Fio. 40.— Urinary ™leu II, ah owl nE the nuclei from which thoy originate, th 
DDCCntrlu liimlnie by wbleli they are formed, tbe radiating innltmtion som> 
~4>8erved. and the various smooth and nodular eurfacea (Oitbj. 
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What is calcnlns anniia ? 

Absence of urine because of reual stone. It ia almost in* 
variably from a bilateral ol>structian. There may be pain in 
oue ludney as a pro<Irome, tlien anuria, to which, if not re- 
lieved, are added hiccough, vomiting, and evidence of uremia. 

What Is the treatment of calculus anuria 7 

If the energetic use of diuretics does not dislodge the stone 
and establish the flow from the ureter within two days, the 
calculus should be located with the radiograph and removed. 
Loug delay is uupardonable and the proguosis is grave at 
best 
What is the treatment of renal colic ? 

Morphin hypodermically in sufRcient quantity and fre- 
quency to control pain. Hot applications, and iu severe 
cases chloroform, should be used to relax spasm. The ureteral 
catheter is sometimes used, during anesthesia, with the object 
of returning the stone to the pelvis of the kidney. Following 
an attack of colic the urine should be searched for the cal- 
culus. If pain persists, the stone is impacted and nephrotomy 
should be done without delay. An impacted calculus groiTS 
by phosphatic deposit. If the pain suddenly ceases, showing 
that the stone has passed, it is well to have a radiograph 
made to see if there are others iu the kidney which are too 
lai^ to be extruded. If such there be, operation should be 
made before urgent symptoms demand it. 

What is the treatanent of suppuration due to renal calcnlns? 
Pyonephrosis and perinephritic abscess from any cause 
should be operated upon as soon as consent can be gained. 

Descrihe nephrolithotomr. 

Expose and, if possible, deliver the kidney as in nephrot- 
omy. Control the renal circulation by finger [iressure at the 
hilua or by the elastic constrictor. Incise the kidney as in 
nephrotomy. If the stone is small and lies free in the pelvis, 
pass a forceps through the renal wound and extract it .When 
the stone is lai^e and fills the renal calices, lis extraction 
is difficult. Under such circumstances enlarge the incision 
S r.r ..I A't-HH^Ie 



130 QBSITO-VBINARY AND VENEREAL DISEASES. 

through the kidoey to the necessary extent With the finger 
pull ^e Btone out of the calices and remove It unbroken. If 
its removal entire is impossible, fracture it with forceps. 
Remove all fragments and debris with fingers, spoon forceps, 
gauze strips, or douche. When several calculi are present, 
they may often he extracted through the same renal wound, 
but, if necessary, they may be removed through separate inci- 
sions. The calculi having been removed, introduce and fix 
drains in the renal wounds. Close the nephrotomy wound 
with catguL Close the lumbar wound except where the 
drains emerge. 

Describe nephrotomy. 

Nephrotomy may be performed through a transverse or an 
oblique incision for nephropexy (fixation of floating kidney) ; 
exploratory nephrotomy or nephrolithotomy may be em- 
ployed, but inasmuch as exploration of the reual pelvis and 
ureter may be necessary an incision which may be prolonged 
toward the pelvis is useful. For this purpose the oblique 
or curved lumbo-iiiguiual incision is always practical The 
extremity of the last rib is outlined by the finger. The 
incision is begun a finger's-breadtb below and in tront of its 
tip, carried obliquely downward and forward to within two- 
fingers'- breadth of the highest point of the crest of the ilium. 
The line may be nearly straight or curved, its convexity 
backward. The skin and superficial fascia are incised, ex- 
posing the external oblique muscle. This is divided in the 
line of its fibers. The internal oblique is then divided trans- 
versely, and the transversalis may be pulled forward and out 
of the way. If necessary, the last dorsal nerve and vessels 
may be sacrificed. At this point in the operation, pressure 
of the posterior flap backward exposes the thick rounded 
border of the quadratus lumborum muscle, while the bottom 
of the wound is closed by the glistening lumbar fiiscia. 
This is incised vertically, and immediately the perinephritic 
fascia presents itself. This structure resembles the subperi- 
toneal fascia so closely as to lie mistaken for it The guide is 
the border of the quadratus lumborum ; the fascia underlying 
this is never jieritoneal. Incision of the perinephritic &scia 
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permits the protruaiou of the fatty capeule. The incisioD is 
enlai^ed with the finger, and by blunt dissection the fat is 
separated uutil the kidney is exposed, which can be nsually 
felt high up under the ribs. Exceptionally the fatty capsule 
is 80 condensed by a fibrolipomatous inflammation that it has 
to be incised. Ordinarily it is easily separated. The re- 
maiuder of the operatioQ consists in liberation of the kidney 
sufficiently for its protrusion through the lumbar incision. 
This is done by inserting the fingers behind the kidney, 
sweeping them around the lower pole, then around the upper, 
and finally across the front of the organ, thus freeing it from 
its capsular attachments. This manipulation can be greatly 
aided by fist pressure on the anterior abdominal wall. 

Describe pyelotomy. 

It is good surgery either to open the pelviB of the kidney 
or incise the organ itself, whichever presents in the Geld of 
operation, or affords the most appropriate access to the trouble 
in the kidney. The inciMon iu the parenchyma should 
always be made alongside the convex border, avoiding both 
tips. The splitting of the kidney in two halves, while often 
done, should he avoided if a lesser incision will suffice. A 
very good incision is in the lower third of the border. The 
incision of pyelotomy should radiat« from the ureteral orifice 
toward the ludney tissue, in order that its edges shall naturally 
fall together when the kidney is allowed to relapse iu place. 
Avoid wounding the renal artery and nerve. They subdivide 
into several braucbes and, running across the front of the 
pelvis, almost cover it The operation is not complete until 
a probe is passed to ascertain the condition of the entire 
ureter. Finally the wound is irrigated preparatory to closure. 
The incision into the parenchyma is closed by one or two 
deep sutures of gut. The incision of the pelvis of the kidney 
is closed with No. catgut, the suture not to include the 
mucous membrane. 

When the kidney is suppurating, a draiut^e-tube may he 
inserted into the pelvis, protruding from the upper angle of 
the external wound, the lower angle being sutured. The 
tube may be tightly packed around with gauze. 
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Descaibe neptirectomr. 

Removal of the kidney should never be performed unless 
it ia known that the other kidney is functionating properly. 
Never remove the wrong kidney. 

Ureteral catheterizatiou may he employed to confirm the 
diaguosiH as to which kidney is diseased and the condition of 
the other kidney. Nephrotomy may be done aa a diagnostic 
measure, separating the urine flow. The unoperated kidney 
will dischai^ through the bladder, the urine from the 
operated kidney coming from the lumbar incision. 

Nephrectomy may be lumbar or abdominal. 

Describe lumbar Depbiectomjr fi>t tnalignant disease. 

Expose the kidney freely by the oblique lumbar incision 
for nephrotomy. With finger dissection separate the kidney 
from its surroundings until it ia left attached by its pedicle 
alone. If the oi^an has I)ecome firmly adherent to its- sur- 
roundiugs, it may be easier to separate the kidney from ita 
fibrous capsule (capsula propria) than from the fatty capsule. 
In such a case the fibrous capsule may be left to be treated 
at a lat^r stage of the operation. Next, the pedicle is exam- 
ined. The vessels and ureter recognized, a ligature carrier 
is passed between the ureter and the vessels and tied tightly 
at as great a distance from the kidney as possible. This is to 
permit division of the pedicle lar enough away from the liga- 
ture to leave a stem of length sufficient to prevent all danger 
of the ligature slipping. The other ligature is tied tfround 
the ureter; a hemostatic forceps is applied to the pedicle 
between the ligatures and the kidney. The pedicle is divided 
close to the kidney, leaving the hemostat attached to the 
stump. The hemostat gives one control of the stump and is 
left in position until the condition of the stump has been 
reviewed and it is evident that the ligature controls the ves- 
sels and is in no danger of slipping. After this the forceps 
are removed. Next, make a careful and complete excision 
of the fatty capsule of the kidney. The excision is made 
partly by blunt dissection, partly by cutting with scissors. 
All firm strands of tissue in which vessels may be hidden 
should be divided between ligatures or forceps. There must 
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be DO rough tearing. The location of the inferior vena cava 
should be borne in mind. Next, with retractors, expose to 
sight the whole retroperitoneal cavity. All hemorrhage is 
attended to, and any tears which may have been made through 
the peritoneum are closed by suture. 

Lastly, dry the cavity. Provide drainage either by means 
of gauze packing or by tul>e. Close the lumbar wound. 
Unices the wound is infected the drainage may l)e removed 
ati«r two days. If the tumor to be removed ia very large, it 
is ollen wise to seize the pedicle and any adheaioug with for- 
ceps and attend to the ligatures after the tumor ie out of 
the way. 

Describe lumbar nepbrectomjr fin non-maligiuutt diaeafle. 

Expose the kidney by the oblique lumbar iuciaiou for 
nephrotomy. If the kidney is not too adherent (as a result 
of old inflammation) to its surroundings, the whole organ can 
be shelled out of its bed by finger dissection. A pedicle 
needle is passed between the vessels and the ureter as they 
enter or leave the hilus ; a double ligature is pulled through 
as the needle is withdrawn. One ligature is tied tightly 
around the vessels as already described. The ligature in- 
tended for the ureter is not yet tietl. The ureter is grasped 
by forceps. The pedicle is divided, leaving a sufficiently 
long stump, and the kidney ia removed. The ureter ia 
now examined. If it is clean and safe, the ligature pro- 
vided for it may be tied and the ureter allowed to drop in 
the wound. 

If the ureter is infected and its cavity dilated and full of 
pus, it must be thoroughly cleansed, both by washing and by 
scraping with a sharp spoon. After being cleansed the ureter 
may be ligated and allowed to retract into the wound, or it 
may be left open and fixed to the lumbar wound by a few 
stitches. 

If the disease be tubercular and the ureter involved, it may 
be followed through the lumbar wound down to the brim of 
the pelvis and excised to that extent. In any event, an effort 
should be made to deprive the distal end of the ureter of its 
mucous lining and to close the upper opening of the distal 
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segment by inverting it, (If the kidney is so firmly adherent 
to ite aurrouudinga as to make removal by the usual method 
very difficult, then its fibrous capsule may be opened and the 
kidney proper separated from its capsule and removed, leav- 
ing the fibrous capsule iii situ. Any diseased material adher- 
ing to the capsule is t« be scraped away.) 

When it has been necessary to clamp a large mass to- 
gether with the pedicle, it is best to leave the clamps in 
the wound for three or four days, rather than to attempt 
separate ligation. 

Describe aMominal nephioctom;. 

This operation is suitable for the removal of very large 
growths. The incision may be made through the linea semi- 
lunaris or in the linea alba, or by a transverse incision. After 
the abdominal cavity has been opened the hand is introduced 
and the opposite kidney felt ; if it be present and not diseased 
the operation is oontinued. 

The intestines are pushed toward the median line and the 
field of operation surrounded with gauze. The peritoneum 
covering the kidney is then incised, dissected up, and drawn 
away from the kidney on either side by means of forceps 
applied to either edge. It is important that the peritoneum 
be incised external to the colon, so that the blood supply of 
the latter may not be interfered with. After the kidney is 
exposed it is freed by blunt dissection ; the structures forming 
the pedicle are then isolated and tied separately, the pedicle 
divided, and the kidney removed. All bleeding is arrested, 
the wound in the peritoneum closed with catgut, all gauze 
removed, and the opening in the parietee closed in the usual 



WhaA is nephro-ureterectomy 1 

The removal of both kidney and ureter. 

In many cases of tubercular or suppurative kidney it may 
be necessary to tie ofi^ the ureter at the brim of the pelvis or 
at as low a point as possible, even to the bladder insertion. 

When the ureter is to be tied o(f low down, it is necessary 
to prolong the [larallel incision into the loin (parallel to and 
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two finger-breadths above Poupart's ligament) and to follow 
the ureter down into the pelvis, where it can be reached aud 
tied off near the bladder. 

Describe tnbeTGnlar nephritis. 

The kidney may suffer from miliary tuberculosis or the 
chronic form. 

Miliary tuberculosis is common in the young and is likely 
to involve other parts of the urinary tract Chronic renal 
tuberculosis is usually secondary, the primary focus being in 
any part of the system. One kidney being affected, the other 
is likely to become ao from infection, reaching it by way of 
the bladder. Breaking down, the tubercles form cavities. 
Mixed infection is the rule. The ureter is likely to become 
involved, causing hydronephrosis or pyonephrosis. 

What are the symptnms <^ tulierGUlar kidney 7 

Miliary tuberculosis of the kidney is not likely to attract 
attention. The bacillus may be found in the urine. 

In chronic tuherculoeis there may be no symptoms until an 
abscess opens into the pelvis of the kidney. This usually 
causes lumbar aching and possibly symptoms resembling 
those of renal colic. 

Following pyuria from this source there are symptoms of 
cystitis. 

Blood-cells and tubercle bacilli present intermittently. The 
symptoms are now those of cystitis, pus, mixed infection, 
and the kidney is probably enlarged. The purulent urine 
of the latter stage of renal tuberculosis is always acid ; it is 
albuminous, perhaps tinged with blood, aud contains casts of 
various qualities. In both forms the proguosis is bad. 

What is the treatment for tabsrcular kidney ? 

In miliary tuberculosis there is none, except that for the 
general health. 

If the tuberculosis occurs in an otherwise healthy person 
and but one kidney is affected, nephrectomy is projier. 

What is neuralgia of the kidney ? 

The kidney, like other organs, may be painful from reflex 
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disturbances. This oftenest depends upon a leaion elsewhere 
in the genito- urinary tract. The iiidney may be tender and 
the pain terribly acute, with a distributiou similar to that of 
reual colic. The quantity of uriue is increased, but it has 
no abnormal ingredients. 

Splitting the capsule has been successful in relieving the 
condition in a limited number of cases. 
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GONORRHEA. 

What is gonorrhea ? 

Gonorrhea, also called clap, blennorrhea, and blecnor- 
rbagia, is an acute infectious and virulent process character- 
ized by a purulent discharge containing gonococci. 

The disease attacks most frequently the mucous membrane 
of the geoital tract, but the mucous membrane of the eye, the 
anus, and the rectum may be the seat of the trouble. 

What ianrethrllas? 

A general term used to designate inflammatioa of the 
urethra. 

How ma; nretluitis be divided 7 

Acute, chronic, and abortive. Acute and chronic ure- 
thritis may he specific or simple ; abortive urethritis is always 
Qon-specific. 

Specific urethritis is caused by the gonococcus. (The word 
" specific " is often used synonymously with gonorrhea. ) Sim- 
ple urethritis may be bacterial (uon-gonococcic), chemic, or 
traumatic. 

Describe the gonococcus. 

The gonococcus was discovered by Neisser in 1879. It is 
a relatively large micrococcus and appears as a diplococcus. 
Each half of the diplococcus is kidney-shaped, and the two 
resemble a coffee bean. They lie close in pairs, their flat sides 
together, their outer margins convex. Under the microscope 
they appear in pairs, in fours, in eights, etc., but never in 
chains. They are found in heaps within the protoplasm, and 
also scattered between the cells. 

What is tite pathology of acnte gonorrhea 7 

When introduced into the urethra the gonococci penetrate 
between the epithelial cells and are found in the submucous 
connective tissue. Colonies develop in the interepithelial 
spaces and upper layers of the submucous connective tissue. 
Their toxins dilate the blood-vessels and a discharge of serum 
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and leukocytes follows. The cyliuilric epithelial cells lining 
the urethra are loosened by the flow, and erosions are formed. 
The gonococci are carried away by phagctcytosis and thus re- 
moved from the tissues. When the stage of decline com- 
meaces the epithelial erosions begin to undergo repair by 
being covered with squamous epithelium. The gouococci 
which have been removeti from the deeper layers now begin 
to grow luxuriantly on the free surfaces of the mucous mem- 
brane, and a desquamation of the upper layers of the newly 
formed epithelial cells takes plac«, carrying with it the 
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attached colonies of gonococci. In ordinary cases the process 
of getting rid of the gonococci is accomplished in the ascend- 
ing stage by phagocytosis, and in the stage of decline through 
des(iiiamattou of the epithelial cells. (Morton.) 

Why doea gonorrhea relapse ? 

Because the gonococci may lie dormant within the crvptfl 
of Morgagni, the glands of Littrd, Cowper's gland, the pros- 
tatic crypts, or in the seminal vesicles, until venereal excite- 
ment, irritating uriiie, or alcoholic excess seU up an inflam- 
mation in these locations, rendering the germs active, 
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How can gonorrhea be diagnoaticated ? 

From a hiBtory of coitus withiu three weeks, redness and 
puffing of the meatus, a purulent di^hat^e coutaining gono- 
cocci, aud burning during and after uriuation. 

How is the presence of the gonococcns determined? 

A small portion of the discharge is smeared upon a clean 
slide or cover-glass, allowed \o dry, then fixed by passing the 
slide or cover-glass, specimen side up, three times over the 
flame of an alcohol lamp. A solution of gentian violet (satu- 
rated solution gentian violet 10 parts, 2 per ceuL carbolated 
water 90 parts) should Ite dropped from a clean rod until the 
specimen ia covered. This is allowed to remain about two 
minutes and then removed with cigarette paper. Then there 
is dropped from a clean glass rod sufficient of the following 
solution to again cover the slide: Gram's solution (iodin 1 
part, iodid of potash 2 parts, water 300 parts). This second 
stain should cover the specimen for three minutes. Remove 
the excess of fluid with cigarette papers without using water. 
Then absolute alcohol ia dropped on the specimen until the 
slide looks clear to the eye. (Perhaps three minutes may be 
allowed for this application,) After the use of the alcohol 
the excess can be removed with water and the specimen dried 
with dgarette paper. It is theu eounterstained by covering 
the specimen with the following solution, called Bismarck 
brown (Bismarck brown, 3 parts; distilled water, 70 parts; 
alcohol, 30 parts). This stnin should remain for about two 
and a half minutes. The excess should then be removed 
with water and the s|)ecimen dried with cigarette paper or in 
the air. It is then ready to mount for examination. 

What is the effect of this stain ? 

The gentian violet stains all bacteria present in the speci- 
men. When Gram's solution is applied in the presence of 
the anilin dye, it forms an insoluble deposit in all the bac- 
teria except the gonococei. This insoluble deposit is not dis- 
solved when treated with the alcohol, and all bacteria except 
the gonococei retain the stain. The Bismarck brown stains 
the gonococei brown, but does not influence the violet color 
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of the other bacteria. The microscope maj'show Qumbers of 
bacteria resembling the gonococd, but they will be stained 
violet, while the goDucocci in contrast are Btained brown. 

Vliat is the prognosis fd gimorrhea ? 

Favorable, 80 &r as immediate danger to life is coDcemed, 
but its remote sequelae cost many lives. 

The duratjou of a first case of gonorrhea is ^m five to 
eight weeks. Subsequent ones are shorter id their acute 
stage, but more liliely to be followed indefinitely by a slight 
discharge. 

What is the relative freqneBc? of gonorrhea 7 

It is the most prevalent disease of sexual intercourse, and 
occurs ofteucr in the male than in the female. The mucous 
membrane of the female genital tract is less susceptible to 
infection, being more or less protected by its own secre- 
tions. 

How may infection taike place ? 

By direct infection — a transference of the gonococcus-bear- 
iug discharge from the genitals of one person to those of 
another during coition or through some unnatural practice. 

By mediate infection^ — the gonococcus-bearing discharge 
being conveyed by some inanimate object, as a towel or nozzle 
of a syringe. 

How is gonorrhea divided for descriptlTe porposes 7 

Acute and chronic, anterior and posterior gonorrhea ; three 
stages : increasing, stationary, declining. 

What is acute anterior gonorrhea ? 

Gonorrheal inflammation of the urethra in front of the cut- 
off muscle. 

Describe the first stage of acute gonorrhea. 

The peri(Mi of incubation may last frorn forty-eight hours 
to three weeks, the average time being five days. The first 
symptom is a feeling of uneasiness at the meatus, then a 
tickling, then a sense of burning, and the exudation of a 
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pearly drop from the dow slightly poutiug, red meatus. Id- 
creased swelling, heat, redoess, and pain bodu follow. The 
discharge, which at first was scanty, becomes abuDdaot, and 
there is a burning sensation during uriuatiou called ardor 
uriu^e. This symptom is caused by the distention of the in- 
flamed and thickeued urethral walls and by coutact of the 
salts of the urine with their sensitive surfaces. 

What is the duration of the first stage 7 
About eight days. 

What is Vba secoad or stationary stage of acute gonorrhea 7 

This stage begins when the entire auterior urethra is in- 
volved by the inflammatory process and is the interval during 
which the symptoms maintain their height It lasts from 
four to t«n days in first attacks. Its prominent symptoms are 
profuse dischai^ and chordee. 

Chordee, the most painful symptom of this stage, depends 
upon inflammatory thickening of the corpus spongiosum pre- 
venting its normal elongation during erection. The distend- 
ing corpora cavernosa draw upon it as a bow draws upon a 
string. Chordee is most likely to occur during the after-part 
of the night, when reflex irritation from a distended bladder 
may cause erection. It occurs also in response to lascivious 
thoughts or sights or to friction of the genitals. 

Describe the third or declining stage of acute gonorrhea. 

The discharge becomes less creamy, owing to its being more 
lai^ly mucus; the meatus pouts less, urination is not so 
painfiil, and inflammation is less. Microscopic examination 
of the discharge shows the pus cells in groups rather than 
scattered. 

What is the treatment of acato gonorrhea ? 

The bowels should be freely moved at regular intervals, 
preferably by U. S. P. improved compound cathartic pills. 
IHet should he restricted to skimmed milk and cereals. No 
sicoholic or malt beverages in any form should be allowed, 
and sexual excitement should he avoided. Rich dishes, 
asparagus, rhubarb, acid fruits, and concentrated foods, espe- 
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cially at night, are harmful. Atiimal food should be taken 
sparingly. 

Fain duriug urinatioa may be lessened by placing the 
penis in a cup of hot water during the act ; inflammation com- 
bated by hot and cold applications and hot bip-batbs. 

How may drugs used to ctnnltat niethial inllatnmatioii be 
classified? 
Into urinary antiseptics, alkalies, demulcents, anodyoea, 
balsams, aud astringents. 

What dmgs are commonly used as nrinaiy antiseptics 7 

Urotropin, methylene-blue, salol, benzoic acid, and iM)racic 
acid are escellent antiseptics, but they have little value in 
inflammations of the urethra below the cut-ofi^ mnscle. 

When are the alkalies nseftd 7 

When the uriue is add an alkali is needed. When the 
urine is acid and dense (above 1015) a diuretic alkali is 
indicated. When the urine is alkaline a diluent not an 
alkali should be employed, as the ingestion of quantities of 
any pure water, Liq, potassii is the most anodyne of the 
alkalies and should therefore be used in acute cases. The 
citrate in large doses causes gastric catarrh ; in small doses it 
is useful in chronic cases. The acetate is the most diuretic. 

The bromid acts as an alkali, and is indicated for nervous- 
ness. 

Bicarbonate of soda promotes alkalinity and aids digestion. 

Sweet spirits of niter, while possessing alight alkaline prop- 
erties, is used as an anodyne when there is irritation of the 
bladder neck, especially in women. 

What anodynes are naeftal in acute gonorrhea 7 

Hyoscyamus potash salts, heat and cold. 

The alkalies and anodynes may be combined as follows: 



Syr. cinnamomum, q. n. ad .^iij. — M. 

—A teaspoonful in waler two hours after eadi meal. -, 
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B Potaseii cltratis, S^^ ', 

Spr. limonlB, ^bs; 

Syr. aimplicia, gij ; 

Aqufe, ^. — M. 

Sig. — Dessertapoonful, well diluted, every four hours. 

B Polaesii acetaL, ^j ; 

Syr. aurantii corticis, a'^i 

Aquffi, q. B. ad gviij.— M, 

Sig, — One tablespoonful every three hours. 

Wliat demulcents may be used in acute gonoirhfla ? 

Flaxseed tea, gnm-water, elro-bark water, teas made from 
buchu, pareira brava, uva urai, triticum repens, and corn- 
Bilk. They have fallen somewhat into disuse, although those 
which are diuretic are of real value. 

Wliat balsams and astringents are used in acute gonorrhea ? 

In the order of their usefulne«s tliey are oil of yellow 
sandalwood, balsam of copaiba, cube)>3, oil of wiutergreeu, 
eucalyptus, piehi, spirits of turpentine, tincture of cantharides, 
and tincture of the cblorid of iron. Oil of yellow sandal- 
wood should be given in at least 10-drop doses after meals. 
It may be administered in capsule form. If this amount 
congests the kidneys, snJ)stitute copaiba or cubelis, or both. 

The following combinations are efficient : 





U Polassii citrat., 
01. santal., 
Syr. acaeite, 
Aqute menth. pip., 




after eatlpg. 


8ig.- 


jhoura 


Sig.- 


B Liq. potaHW, 
Bala, copaibfe, 
01. gaultherite, 
Eit. glycvrrhiae. 
Saccharin'!, 
Miic. aeaeife. 


Si 

,...a,l|iv.-M. 


Sig.- 


01. cubete, 
Rp. Eether. nit., 
^fl,c a«.d^. 
-Tablespoonful thiw times 


a day. 


"11 : 

,.,.3pii.-M. 
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CubebB, wiutergreeD, and turpentine are indicated in the 
declining stage. The dose of cubeba ia a teaspoonf'ul of the 
fluid extract or 10 to 20 drops of the oleoresiu in capsule 
form. Wintergreen is valuable when inflammation lingers 
in the posterior urethra, 10 drops of the oil being given after 
each meal. The oil of turpentine is used to clear up the 
terminal stage, beiug too stimulating in acute congestions. 
The dose should be 1 drop after meals, which dose may be 
gradually increased to 5 drops. 

Many gonorrheal patients need tonics, includiug iron, and 
r^imen in the iuterest of their general health during the 
Bt^e of decline. 

Describe the local treatment for acute anterior gonorrhea. 

If the patient is in bed the genitals should be slung upon 
the pubes as directed for swelled testicle. If he declines to 
go ta bed he should wear a suspensory bandage and dress the 
penis in a fold of gauze. The collar dressing of Taylor is 
made 4 inches square, with a slit in the center through which 
the glans is pasted. The slit fits around the sulcus, while the 
gauze falls forward over the head like a skirt, the foreskin 
being brought forward like an overskirt. This dressing 
allows free drainage, protects the glans from friction with the 
prepuce, and prevents the accumulation of discharge under 
the foreskin, and resulting balanitis. Pocketing the dis- 
charge with a wad of cotton held over the meatus by the 
foreskin is to be avoided. Inflammation should be combated 
with hot applications. 
Hot may dry heat be applied 7 

Fill a fountain syringe with hot water, coil its rubber tube 
around the penis from head to root, and place a vessel to catch 
the water at the distal end of the tube. 
Hov may wet beat be applied ? 

By flannels wrung from hot water, or a cup bath, hotter 
water being poured in until the limit of endurance is reached. 
How may cold be applied 7 

Use the fountain syringe, filling it with cold water instead 
of hot ; or cloths containing crushed ice may be applied. 
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WLat is tlie prophylactic treatment of cluirdee ? 

Empty the rectum by hot iujections. Before retiring tlie 
penia should be held ngainst a cloth wrung out of very hot 
water. The patient should go to bed with bladder empty. 
Bed-covering should he light, the Iiedroom cool, a hard 
tnattrees is preferable, and the {)atient should lie on his side 
rather than on his back. 

What drugs may prevent chordee 7 
Locally: 

B Liq. raorph. MagenJie, ^ij ; 

Ctx^inie niuriat., ftr. xz; 

Aqime, .lij-— M. 

Sig. — Inject about » dram into the urethra and hold Ihere for a few 
minutes. 

Internally : 

B Fl. exL erROtffi, "Li^; 

Tr. gelsemii, 1t\_M ; 

Potashii bromidi, gr. sx ; 

Tr. hyoKcyanii, n\,xxx ; 

Syr. aiiroiilii. q. B. ad ,^fs.— M. 
Sig.— To bo taken at bedtime. 

When is opinm indicated 7 

In cases of prolonged suffering sufficient to exhaust the 
patient. Opium concentrates the urine and hardens the stools, 
and should be used only when absolutely necessary. 

The following is an excellent combination : 

B Morph. Bulph., gr. A ; 

ExL hyoscyami, gr. \ ; 

C'amph. tnonnbromatffi, gr v. 

M. ft. sujipoR. No. 1. 
Sig— Take at bedtime. 

What is the active treatment of clunrdee ? 

A solution of cocain thrown into the urethra by a P, P. 

syringe affords temporary relief Stepping on the cold floor 

with hare feet quickly gives relief Placing the penis against 

a cold object, as a frosty window-sill, is also productive of 
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relief. The ethyl chlorid spray along the course of the 
urethra subjects the most unruly penis. 

Breaking the chordee by forcibly straightening the penis 
is likely to rupture blood-vessels and should not be practiced. 
What is tlie treatment of the third stage of acute gonorrhea ? 

Tonics and injections. 

Tonics during the third stage are important The general 
system is run down from restricted diet, loss of sleep, and 
nervous strain incident to a severe clap. Basham's mixture 
of iron (given in tablespoonful dosee after meals), the elixir 
of quinin, strjchnin, and iron ( teas|M0iiful after meals), wine 
of cod-liver oil (like dose), Bland's pills 'two after meals), 
and allied preparations, are upeful. 

Injections for the first and second stages of acute gonorrhea, 
unless the irrigation method has been employed from the 
beginning, should be restricted to soothing preparations. 
Astringent injections should be reserved for the third or 
stage of decline, the treatment being finished with the use of 
mild antiseptic solutions. 

Soothing injections: 

B Morphiie acctat., ^r. iij ; 

LIq. nliimlM. siibncetat. dil., *ili. — M. 

Sig.-InjectBr»OTC- "^ -^— -^ — 



Astringent injections : 

B Zinci Hulphalis, gr. vj ; 

hk\. Muj^iidie, .^ij ; 

Acjiiff, q. a, ad. |iv.— M. 

Sif(. — Inject three or four timen a day. (Irpi'eiisc tlic zinc until it 
pi™liii'es a reL-ilitc of HTiniith— nol pain — in the cTinal.) 

R Plunihi aci-tiilis, er. yj ; 

AiiniP, .^iv,-M. 

Sig. — InjtH'l aStev ciicli urination, as descrilwii in (he (ntseriplion for 
the nine pro jia rut ion. 

Zinc and lead may be given in com lii nation, as shown by 
the following time-honored prescription : 
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B 2^nci Biilpbatis, 

Pliimbi acetatis, iiji gr. viij ; 

ExL opii aq., 3 ij ; 

Aqiwe, Jtj.^M. 

Sig. — Inject after each urination. 

The use of the sulphocarbolat* of zinc hae proved of value 
in some cases that have seemed rebellious under other prep- 
aratious of zinc It may be given in the tbllowing combi- 
nation : 

11 Zinci siiiphocarbolatia, gr. xx; 

Aqiue dest., Jviij,— M. 

Sig. — Inject after each act of iiiinalion. 

Alum ia frequently used when other drugs fail : 

li Alum, crud., P"- xl; 

Aqute, 5 viij.— M. 

SIg. — Inject after each act of urination. 

Bismuth suhuitrate, either following the astringent injections, 
or the irrigation method, frequently dries the lingering moist- 
ure of a protracted clap. It may be given as follows : 

B Bismiilh subnitiale, ^iij ; 

Aqiise dest., .^'i'j' — M. 

Sig.^Inject night and morning. Sliaite before ufing. 

Antiseptic injections : 

This clasa is very effective as an adjuvant to the astringent 
medication or the irrigation method. They may he employed 
to advantage during the declining stage and frequently act 
promptly during the chrouic stage. The following may be 
used: 

B Sol. protai^l, 0,25 per cent, to 1 per cerl. 

B Sol. mercurol, 0.25 per cent, to 1 per cent. 

B Sol. nargol, 1-i per cent. 

U Sol. argyrol, 2-10 per cent 

Describe a good STringe. 

The glass syringe having a blunt tip and a rubber plunger 
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with a capacity of half an ounce U an escellent one. A 
syringe with a long nozz)e is to be avoided. 

Describe the meUiod of using the hand syringe for urethral 
injections. 
The patJeDt after having urinated Bhould Btand over a 
vessel, and, havicig washed the foreskin and gliins and filled 
the syringe and tested it to see that the piston works smoothly, 
should hold it between the thumb and finger of the right 
hand with the index finger upon the uutdrawn plunger. He 
should then insert the tip of the syringe into the meatus 
and grasp the glaua laterally by the thumb and fiuger of the 
left hand, pinching the meatus above so as to lessen the lumen 
of the outlet without bruising it by pressing directly against 
the uozzle. The eonteuts of the syringe should be discharged 
slowly. The injection should remain in the urethra about 
half a minute. Any injection which causes severe burning 
for iive minutes af^r its discharge is too strong and should 
be diluted. 

Describe the irrigation treatment of inflajmnation of the 
anterior urethra. 

The armamentarium for the irrigation treatment consists 
of a glat« percolator, capable of holding al>out a quart, armed 
with a rubber tube ending in a glass uozzle, surrounding 
which is a cup-shaped shield to protect the aui^eon from the 
splatterii^ of the solution. There is an excellent hard-rubber 
nozzle and shield on the market, which can be easily cleansed. 

The surgeon should protect his eyes with glasses to avoid 
acquiring gonorrheal ophthalmia from contact with the fluid, 
should any be spattered in his face. 

The percolator is hung on a bracket which can be elevated 
or lowered as needed. An elevation of 5 to 7 feet is suffi- 
cient, unless the cut-off muscle is to be overcome and the 
bladder irrigated. 

The patient exposes the penis and scroltim, a lowel is folded 
in the crotch of the trousers, the long end hanging down to 
protect the clothing. He stands beside a chair on which is 
placed a jar to catch the fluid after it esiajtes from the 
urethra. The penis is ht-ld gently but firmly by the left hand 
of the operator. After directing the stream against the glans 
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penis BDcl the sulcus to cleaose these parte the nozzle of the 
syringe is inserted into the meatus. The- stream is gradually 
allowed to enter with full force. The urethra should be 
ballooned with the solutloti so as to insure contact with ite 
entire mucous membrane. The iojectioQ usually used is a 
solution of permnuganate of potassium, ranging from 1 : 4000 
to 1 : 1000, aud as warm as can be comfortably borne by the 
patient If this treatment is begun within a few hours of the 
6rHt appearance of the discharge, and continued morning and 
evening for five days, the acute stage is usually by that time 
practically over and the discharge becomes watery aud slight. 
An irrigation should be given once a day for five days 
longer. When the acute symptoms have subsided and the 
dischai^e has been controlled for, say, ten days, irrigation 
should be stopped and band injections should be adminis- 
tered by the patient himself, as described for the third stage 
of acute gonorrhea. The irrigation method brings about the 
stage of decline sooner than any other method. The first 
irrigation during the early stage of the inflammation is often 
painful, but by the tiiird day the treatment gives comfort. 
Santal oil in 10-drop doses or more three times a day should 
be given from the beginning in this treatment, as well as 
when hand injections are employed from the first. 

Wliat is acute posterior gonorrhea 7 

Gonorrheal Indammatiou of the urethra behind the cut- 
ofl* muscle. 

It extends by continuity of structure through the cutofi" 
muscle and may attack every part of the genito- urinary tract. 

The probability of extension is increased by severe exer- 
cise, venery, too strong injections, inebriety, and neglect. 
The posterior urethra is involved to some extent in about 
80 per cent, of cases not treated by the irrigation method. 
What are the symptoma of a^nte posterior gonorrhea 7 

About the second week of the anterior inflammation there 
is noticed a slight burning sensation deep in the perineal 
region, with a sense of weight and transmitted pain to the 
end of the penis, especially noticed afler the act of urination, 
and there is an increase in the number of urinations. The 
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flow from the anterior urethra frequently ceases abruptly 
even during the presence of an abundant Eecretioii. The pus 
from the posterior urethra dowB back into the bladder and is 
fouud in the urine. As the disease increases the acts of 
urination are so frequent and painful that there is a condiliou 
of tenesmus present, due to the congestion of the prostatic 
urethra which causes retlex spasm of the cut-off muscle. 
When tenesmus is severe there is usually some hematuria. 
At the end of urination the sphincters contract upon the in- 
flamed and eroded prostatic urethra and squeeze blood from 
it The bluod usually follows the urine, but may appear 
before all the urine has been voided. Occasionally a little 
mass of clotted blood, formed during the intervals of urina- 
tion, wilt be estruded with the first few drops of urine voided. 
The hemorrhi^ is usually slight, but may be severe. In 
severe cases of posterior urethritis either retention or iocon- 
tinence of urine is nut uncommon. The former is caused by 
contraction of the spliincters or from tumefaction of the lining 
mucous membrane of the prostatic urethra r the latter, a con- 
dition of relaxation of the compressor urethra muscle — seen 
when the posterior inflammation is not so great — results in 
loss of control of the sphincters. The urine may \ie expelled 
by a sudden impulse or may dribble away. Erections are 
rather frequent if the posterior inflammation is ^vere, and are 
caused by hyjiersensitiveness of the posterior urethra. 

What is the treatment for acute posterior gonorrhea 1 

The patient should lie put to bed at the first indication of 
posterior involvement. The diet should be restrictetl to milk, 
the ifigestion of great quantities of any pure water, and a 
genito-urinary sedative as the following should be given ; 

B PnlnxB. bienrb., 5j; 

Tincrt. hynwyam., 

Fid. eit. kuva-kava, ail Iss ; 

Aqiue, q. 8. ail gviij.— M. 

Sig. — A tabU-spoonful in water every three hours. 

In many cases, both severe and mild, the following combi- 
nation has produced much comfort : 
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Uq. potafSEe, ^8H; 

Tr. opii, KtL v; 

AqillB, q. a. ad giy.— M. 

Big. — Teaepoonful every liiree houi-s in a wineglataful of water. 

The bowela should be kept open aod hot sitJi bathe given 
several times a day if the iiiflammatiou is severe, Hot ap- 
plications to the perineum aud over the pubic boue give great 
cxunforL Alternating hot and cold rectal injections followed 
by opium and belladonua suppositories may be needed. In- 
jections of the anterior urethra should be s(j)pped. Santal 
oil in 10-drop doses every four hours frequently eases the pain 
of tenesmus, and when the latter is very severe and accom- 
panied by hemorrhage a few drops of a solution of nitrate 
of silver — 10 gr. to 1 oz. deposited in the posterior urethra 
by instillation (see Instillations, p. 172) — give great comfort. 
It is frequently advisable in severe cases to give small doses 
of laudanum to calm and soothe the patient, thus improving 
his morale. 

Hematuria, unless very violent, needs no special treatment. 
If the bleeding is alarming it may be controlled by a perineal 
compress. 

Erections and incontinence need no special treatment, as 
both subside with the decline of the posterior inflammation. 

Retention if persistent needs attention. The patient should 
be given a hypodermic injection of i gr. of morphin and 
surrounded with hot-water bottles to produce relaxation. 
This failing, make an aseptic catheterization. 

As soon as the posterior urethra can be medicated locally, 
without great discomfort to the patient or liability to increase 
the intlammation by mechanical interference, irrigations 
should be given (see Irrigation Treatment for Chronic Pos- 
terior Urethritis, p. 171). If the inflammation is fairly 
severe, irrigations with a silver nitrate solution, strength 
1:20,000 and gradually increased to 1:8000 to 1:4000. 
or a 2 to 5 per cent, argyrol solution may Ik used, and 
later boracic acid solutions, or alum solutions, or sulphate of 
zinc solutions, or of permanganate of potassium — all given 
hot — taa.f be used, finally ending the cure with a bismuth 
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solution. Sounds and bougies must not be introduced into 
the bladder at this stage of tbe disease. 

What are the complications of acute gonorrhea ? 

Balanitis, balaiio posthitis, phimosis, paraphimosis, herpes 
progeuitales, papillomata, folliculitis, juxto-urethral sinuses, 
inflammation of the lacuua magna, periurethral abscess or 
phlegmon, lymphangitis, adenitis, and Cowperitis. 

What is halanitis ? 

An inflammation of the mucous membrane of the glans 
penia from retained secretion. Mild attacks are character- 
ized by a feeling of heat and itchiug alwut the head of the 
penis, redness and swelling near the preputial orifice, an 
offensive discharge, and, later, infiltration into and erosion of 
the mucous membrane covering of the glans. In the severe 
forms the glans becomes swollen and tumid; \\s epithelium 
and that of the sulcus sloughs in spots and the discharge is 
free and purulent. 

What is the treatment of balanitis 7 

Expose the glans by retracting the foreskin. If necessary 
incise the preputial band. Cleanse the surface of the glans 
with warm water, or peroxid of hydrogen (1 : 3),* and wipe dry. 

If there are no excoriations a gauze dressing impregnated 
with calomel or pulverized acetanilid placed lietween the 
glans and foreskin prevents heat, friction, and moisture, and a 
cure quitkly follows. 

If there are excoriations clean their surfaces and touch 
with tlie silver stick, or with carbolic acid by means of a 
pledget of cotton on the end of an applicator, and dress dry 
as dew;ribed aliove. 

Relapsing balanitis is best cured by circumcision. In many 
cases solutions of sulphate or acetate of zinc (1 : 100) are very 
curative. Strong tincture of iodin has been used with benefit 
in cases of diphtheritic balanitis. Balanitis resulting from 
early i^yphilitic lesions is much benefited by the use of black 
or yellow washes, 
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Wliat is balanopoBtbitls 7 

An inflammation of the mucous membrane covering the 
glanB penis and prepuce. The end of the penis is frequently- 
swollen and edematous, taking the appearance of a pig-tail 
twist or of an Indian club. The discharge is greenish in 
color anil pours from the preputial orifice. Escoriatious, 
erosions, and even sloughing of considerable mucous mem- 
brane surface may follow. There may l)e distressing erections. 
In neglected cases the inflammatory deposit becomes so oi^an- 
ized that the usefulness of the penis as a sexual organ may be 
destroyed. This condition requires circumcision. 

Wbat ia the treatment of baUnoposthitis ? 

When the prepuce can l>e retracted it ia practically the 
same as for balanitis. Wheu there ie phimosis the glans and 
mucous membrane of the foreskin must be cleansed by sub- 
preputial injections of antiseptic washes. If this fails, expose 
the glans by circumcision and treat as for severe balanitis. 

WhaX is phimosis 7 

An abnormal narrowing of the opening of the preputial 
orifice preventing the retraction of the foreskin. Phimosis 
may be congenital or acquired. 

Describe congenital phimosis. 

The prepuce cannot be retracted. Traction produces a 
white ring about the tip of the penis, which is the constricting 
band; or a puckering of the end of the redundant foreskin. 
A probe should be used fo break up the adhesions before they 
become too firmly organized. 

Describe acqnired phimosis. 

This results from inflammatory contraction of the preputial 
opening. Temporary phimosis frequently occurs from swell- 
ing occasioned by urethritis or chancroids. Subpreputial 
warts, concretions, confined smegma, or irritation from contact 
of the urine may cause phimosis. 

What is the treatment of phimosis 7 

Swelling and edema of the foreskin should be reduced by 
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hot cloths. Antiseptic injections should be throwu between 
the prepuce and glans with a flat-beaked syringe, and tlie 



FiO. 42.— PhlmoefB tjom gonorrlieB (CullerieO. 

entire oi^n supported against the abdomeu. Lead water 
and opium may be used, as in the following combination : 

Sig. — Appfj locally. 

If reduction is impossible, reaort to circumcision. 
Describe circnmclslon. 

The prepuce is composed of two layers, separated by lax 
cellular tissue. The iaternal or mucous layer is reflected 
upon the body of the [>enis just behind the sulcus, and cannot 




with clamp (Curtta). 



ly great distance. The external, 
the contrary, is continuous with 
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the skin of the penis, and may be greatly elongated. It 
follows that a section of the prepuce iu front of the glaus will 
include the integumental layer with but a snnaU portion of 
the mucous membrane layer. Wash the penis thoroughly. 
Anesthetize the iut^unient in a circle around the penis in 
the line of proposed incision by hypodermic injections of a 4 
per cent solution of cocain. Fill tiie preputial cavity with 
6 per cent solution of cocain and hold it within the cavity by 
compressing the end of the foreskin for at least five minutes. 
Catch the prepuce at its mu- 
cocutaneous junction above 
and below with artery for- 
ceps. Put the preputial ori- 
fice on the stretch by sepa- 
rating the forceps, and then 
draw the foreskin well for- 



Fio, <4.— Dorsal Incision for phlroosls. trimming ai 

ward. When in this position clamp the foreskin with phi- 
mosis forceps placed at an angle of sixty degrees with 
the long axis of the penis and touching the bottom artery 
forceps. The foreskin, being on the stretch beyond the phi- 
mosis forceps, should then be incised with scissors close to the 
edge of the forceps and then lilierated. The integumental 
layer will recede above the glans, but the mucous membrane 
layer will usually be found lying upon it. Insert the dull 
blade of a pair of scis-sors between the mucous layer and the 
glans and cut along the dorsum to within about one-fourth of 
an inch of its insertion ; then trim around the glans, keeping 
parallel to the corona glandis and about one-fourth of an inch 
from it. When the frenum is reached, cut outside of it After 
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trimmiDg, the integumeDtal flap must be united to the mucous 
membrane flap by sutures. Eight are usually introduced. 
Do not use catgut except in children. The first stitch should 
be placed on the dorsum, the second at the frenum. Three 
stilches follow on each side between the first and second 
stitches. Dress the wound dry. Give large doses of bromid 
of sodium to prevent erection, and put the patient to bed fur 
twenty-four hours. Edema, slight hemorrhage, and dark in- 
filtration occaaionaliy follow, which may l>e combated by rest. 
If moderate bleeding takes place after the operation, apply a 
tight bandt^e over the original one. If this does not check 
bleeding auil the organ swells, take off' the dressing, cut the 
stitches, turn out the clola, find the point of bleeding and 
ligate, restitch the flaps, and dress as before. 

WLat is paraphimosis? 

A tight prepuce, contracted behind the glans, resulting in 

strangulation of the penis. The glans swells aud there follows 



Fia. 40,— Paraph tin o«ls (rullerier). 

edema of the prepuce and skin of the body of the organ. 
The constricting band lies in the first furrow back of the 

What is tbe treatment of parapbimosis 7 

Thoroughly anoint the organ with sweet oil ; grasp the 
penis with the left hand and squeeKe the swollen folds, so as 
to reduce the edema as much as possible. Squeeze the blood 
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from the turgid glaiis, circle the orgHD with the thumb and 
finger of the left hand behind the preputial coustrictiou, and 



press the glans through it with the fingers and thumb of the 
right band. 

If reductioD is impossible, owing to a great amount of 
lymph having been thrown out, insert a gniall knife flatwise 



L of paraphimosis (Curtis). 



between the body of the penis and the constricting ring, turn 
the cutting edge upward and withdraw, dividing the con- 
stricting band ; or having inserted a small grooved director 
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under the band, cut along the guide. The ring may be so 
deeply imljedded in inflammatory deposit that it can be 
reached only by dissecting down upon it without a guide. 
The band being cut, reduction is ea»y. Rest and hot applica- 
tions are suJBcient to bring about a complete recovery. 

What is Impes progenitales ? 

A sudden appearance of vesicles, single or iu clusters, upon 
the mucous membrane or skin of the penis. They are most fre- 
quently seen behind and upon the glans, especially if tbe pre- 
puce is redundant. They depend upon either direct or reflex 
irritation from some point in tbe genito- urinary tract. Per- 
sons suffering from dyscrasia are most liable to have them. 
There is first a sensation of heat, and there appears a minute 
vesicle with a red infiltrated base. The warmth and moisture 
under the ftre»kin macerate the vesicles, forming erosions. 
When upon the skin the vesicles break and form crusts. 

What is tlie treatment of herpes progenitales ? 

First, surgical cleanlinesw. The foreskin should be re- 
tracted, the parls thoroughly washed and dried, and tbe ves- 
icles touched with the silver stick if they are deep. When 
inflammation is severe immerse the penis in a cup of hot 
water. A lead-anil-opium lotion can also be used. Black 
and yellow washes are useful, and frequently the red wash 
will produce prompt healing. 

After applying any lotion, or if tbe parts are dressed with 
a drying powder, such as pulverized acetanilid, oxid of zinc, 
or bismuth, a gauze dressing should be applied to separate 
the glans from the prepuce. 

In relapsing herpes the following is of considerable use : 

B Est. hjdrastia, SU ; 

SiR.— Apply locally. 

Where ulceration plays an important part in the disease it 
most usually occurs in run-down or debilitated patients. 
Treatment appropriate to the general condition present should 
supplement the local treatment. 
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Indolent ulcere require curettement, silver stick, or car- 
bolic acid to stimulate them, followed by a dry dressing. 

To suppress inflammatory reaction aiter active interference 
the peuis should be for a lime kept swathed in cloths wnmg 
out of hot water. Where great pain is exjierieaccd a solution 
of cocain may be applied. 

What are papillomata 7 

Warts formed upon the integument or mucous membrane 
by hypertrophy of the papillse, attended by thickening of the 



FiQ. so.— PaplDomBloiu hnwrtropli]' of the penis (case of Dr. R, Abbe). 

tissues immediately surrounding them, and by enlargement 
of the capillaries. These growths are known as vegetations, 
verrucffi, moist, dry, or fig warts, and are not necessarily 
venereal in origin. 

They may !« of any size, discrete or confluent, hard or 
sott, depending upon situation and the degree of moisture. 
Papillomata result from uu cleanliness, irritating secretions, 
such as gonorrheal pus, especially if the prepuce is redundant. 
They may appear in the coronary sulcus, the posterior border 
of the glans, the under surfece and margins of the prepuce, 
the region of the frenum, or the orifice of the meatus. 
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WhaX is the treatment of papillomata ? 

Complete removal. If small and soft with narrow bases 
and situated on the mucous membrane or at the muco- 
cutaneous junction, they should be lifted up and snipped off, 
their bases touched with fuming nitric acid before the forceps 
are released. They should be dressed dry. 

The following combination may be applied : 

B Calomel, Sbs; 

Tannin ^ ; 

Oxide of dnc, ^— M. 
8ig. — Apply locally. 

If surgical interference is not expedient the following 
application is excellent for the removal of small vegetations : 

B Add acetic, Jj.~M. 

Sig. — Apply to wart by meane of cotton pledget. Bepeat if neccs- 



Large warts may be shaved off and their base touch«l 
with nitric acid. They may also be curetteil smooth with the 
surrounding surface and touched with carbolic add. 

Where these growths are matted together in a great mass, 
their tope completely hiding the pedicles, a hichlorid of mer- 
cury solution, 3 gr. to 1 dr. of flexible collodion, may be 
painted on and repeated the next day. This is so painful 
that morphin must be given to induce sleep. The mass may 
be readily removed by the curet under general anesthesia. 
Where the growths are not large, some such combination as 
given in the following prescription succeeds very well : 

B Acid salicylic, 

Chrvsarobin, aa ?S3 ; 

Colfodioti flox, 5-— M. 

Sig. — Apply to growth daily until remoral is possible. 

What is folliculitis ? 

Inflammation of the mucous follicles. During a urethritis, 
especially in the acute stage, the inflammatory process may 
involve any number of the urethral follicles by traveling 
down their ducts. Palpation shows them as indurated spots 
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from the size of a shot to that of a pea. They are most fre- 
quently found along tht floor of the urethra. They usually 
break dowu aud discharge iutu the urethra, aud then heal 
from the bottom ; but any one of them may become a nidus 
for gonococci, which will subsequently reinfect the canal. 
Fietuloua openings are sometimes formed in the first inch of 
the urethra by the rupture of a follicular altscess in the floor 
of the canal. 

If the urethra is first cleansed, the sui^on can see the 
discbarge coming from the duct of one of these glands while 
he makes pressure. In many cases of urethritis red lines 
may be seen following the long axis of the penis l>etween the 
layers of the prepuce and extending from its free margin. 
They are minute abscess tubes, often 1 inch in length, con- 
taining greenish pus which can be expressed through an 
opening, generally just within the margin of the prepuce. 
They may become fibrous cords or they may remain patulous 
and relapse under unusual sexual excitement. Their dis- 
charge is capable of setting up an urethritis in another. Fre- 
quently during an attack of acute urethritis, abscesses of the 
size of a pea form beside the frenum. They are likely to fill 
and hurst several times during the attack. 

What is the treatment of folliculitia ? 

Obliteration of the follicles and their ducts. This can 
often be done by pressure (sound), which will also evacuate 
their contente. When there is a considerable pocket of pus 
the duct may be dilated with a small probe and the sac 
thoroughly emptied. Carbolic acid or silver nitrate should 
be applied to the sac and duct with the probe, in the hope 
that it will produce obliterating inflammation. Where the 
nodules are favorably situateil, extirpation is the beat treat- 
ment. The minute abscess tubea on the side of the |ienis can 
be obliterated by the insertion of a <lelicate wire coated with 
fused nitrate of silver. 

What axe jnxta-urethral sinnseB ? 

Little aliscesa tubes opening upon the papillary surface of 
the meatus. The magnify ing-glass shows the openings through 
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which the slight discharge smears the lips of the meatus, which 
may be takeu for gleet. 

What is the treatment of juzta-nrethral BinuBes ? 

The sinus may be obliterated by pressure, but usually 
requires more radical treatment Either the injection of a 
solution of nitrate of silver — 60 gr, to 1 oz. of water — to 
obliterate the tube by inflanmiatory reaction of its walls, or 
splitting them with a knife, will cure the trouble. 

Describe inflammation of the lacuna magna. 

The lacuna magna often remains chronically inflamed after 
gonorrhea, maintaining a gleety discharge which has no dis- 
position to cease and furnishes a focus for reinfection of the 
entire canal. 

What is the treatment of inflammation of the lacuna magna ? 

Introduce a fine director into the urethra, hugging the roof 
until its point catches in the [docket, and then with a delicate 
knife divide its floor. Keep the urethra clean with anterior 
floodings with a soft catheter, using mild antiseptic solutions. 

Describe peri-uiethral abscess or phlegmon. 

Suppuration of a follicle may occur at any point along the 
course of the urethra and, involving the cellular tissues, pro- 
duce a peri-urethral abscess. Abscesses are more likely to 
form Ijeside the ft^num and at the peno-serotal angle. 

Wbat is the treatment of peri-urethral abscess ? 

Incision as soon as there is fluctuation. The cavity should 
be cleansed and packed so as to force healing from the bottom. 

What is lymphangitis ? 

Au inflammation of the lymphatics of the penis. Either 
the trunks or the reticular network, or both, may be involved. 

When the trunks are involved they can be traced as red- 
dish lines along the dorsum or sides of the penis. Palpation 
shows hard conls which can lie lifte<l from the adjacent tissue 
and which are tender to pressure. 

When the reticular network is ioflamed, the foreskin be- 
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comes red, swollen, very tender, and phimotic. The lymphatic 
trunks aud glands in relation with tbe prepuce are usually 



What is the treatment of lymphaBsitis ? 

Rest in bed, free purgation, elevation of the genitala, full 
hot baths, hot fomentations, hot solutions of lead and opium, 
surgical cleanliness. Pus should be evacuated by free inci- 

What ia adenitis ? 

An inflammation of the lymphatic glands. When occur- 
ring in the iuguinal chain it is commonly called bubo. Bubo 
occurs about once in every 280 cases of clap. The glands 
directly under Pouparfs ligament are most often affected. 

Wliat are tlie symptomfl of bubo ? 

Tenderness and pain in the region of the groin, which is 
increased by standing or walking. Palpation shows one of 
the glands to be enlarged and surrounded by some inflamma- 
tory thickening, although it is movable and the skin above it 
not reddened. The symptoms usually disappear as soon as 
the urethritis which is feeding the gland with poison subsides. 
Rarely the inflammation increases, the tumid gland with 
the underlying fascia and skin form a mass, the skin reddens, 
and fluctuation in the center of the mass indicates that pus 
has formed. 

What is the treatment of bubo ? 

Rest in bed, with an ice-cap applied or a shot-bag held in 
place with a compress Itandage. If this treatment is not effi- 
cacious and BuppuratioD seems inevitable, rather nucleate at 
ODce, or promote softening by fomentations until fluctuation 
is apparent, then open the abscess with a bistoury and pack 
the pocket with sterile gauze. 

What is Oovperitds ? 

An inflammation of Cowper's glands. These glands are 
two small and rounded and somewhat lobulated bodies of a 
yellow color, about tbe size of a. pea, placed behind tbe fore- 
part of the membranous portion of the urethra between ithe 



164 GBNITO-UEiyABY AUD VENEREAL DISEASES. 

two layers of the deep perineal fascia. They lie close to the 
bulb auil are incloBeil by the transverse fibers of the com- 
pressor uretbrte muscle. 

The swelling from inflammatiou of these glands causes 
great pain in the j)erineum, which is aggravated by walking 
and by friction of the clothing. A pyriform niasa, the size of 
a bean, is felt uix»n either side of the median line, with its 
Apex connected with the bulb. Swelling of these glands 
causes difficult urination. 

WbaX is the treatment of Oowperitis 7 

Early applications of hot fomentations to the perineum, hot 
hip baths, hot rectal injections, and, if needed tor pain, opium 
suppositories. The buttocks should be elevated and the legs 
separated. If abBcesa forms, it should be incised and drained. 

Describe cluxmic gonorrliea. 

An inflammation of the urethra which results from the 
failure of complete resolution of an acute attack. 

It may exist in either the anterior or posterior urethra, or 
both. A particularly severe acute attack, gouty or strumous 
diathesis, or inflammation of the follicles, the presence of 
polypi, predisposes to il. It may also de|)end upon sexual or 
alcoholic indulgence duriufr the decline of the acute disease, 
or upon injections that are too strong. 

What is gleet 7 

A chronic mucopurulent dis<-harge resulting from a 
catarrhal or granular inflammation of the urethra limited to 
small localized areas. The <li9charge may consist of but a 
single drop or of several drops of greenish pus, the accumula- 
tion of the night, or there may be only a gluing of the lips. 
Stricture is frequently hut not necessarily associated with 
gleet. Where stricture is present the granular s]>ots furnish- 
ing the gletity dischai^re are found just above the constriction. 
A prominent symptom is the presence of Tripper-faden in the 



Describe Tripper-faden. 

There are Ave varieties, existing aloue or in combination — 
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small gTHDular flakes, threads, tadpole shredfi, angular pieces, 
and cottony shreds. 

The small granular flakes, made up of pavement epithelium 
and pus cells, are light, settle elowly iu the glass, and are 
from the anterior urethra. 

The threads look like cotton threads, white, dense, aud 
varying in length. They settle quickly aud are comjKeed of 
a dense aggregation of pus cells. They are from the anterior 
urethra. When they contain gonococci, double staining estab- 
lishes the fact. 

The tadpole variety has a head which is formed by the pus 
from a granular spot or inflamed follicle, the tail forming 
along au inflamed line of the urethra or in a fold of mucous 
membrane. These usually come from the deep urethra. 

The angular pieces are not threads but masses of pus. 
They settle quickly and indicate chronic inflammation at the 
triangular opening or the presence of a stricture. 

The cottony shreds consist of striated mucus entangling 
in their meshes leukocytes, prostatic round cells, squamous 
epithelia, some bacteria, but never gonococci. These shreds 
float a long time and may even rise to the top. They are not 
infrequently dissolved. They are found in clear urine. They 
come from the prostatic sinus. 
What is tiie two-glass test 7 

A method of determining the source of pus in the urine. 
Have the patient urinate into two glasses. The first glass, 
to contain about two ounces, will hold the washings of the 
entire urethra, anterior and posterior. The second, if cloudy 
with pus, either shows sufRcieut posterior involvement to have 
furnished pns enough to tinge the entire vesicle contents by 
flowing back into the bladder, or in<licates that the source of 
the puB supply is above the bladder neck, in the bladiler, 
ureter, or kidney, in which case the contents of the first glass 
is but little more purulent than the second. If the urine in 
the second glass is perfectly clear it does not necessarily ex- 
clude the posterior urethra, because the urine in the first 
glass washed the posterior as well as the anterior urethra ; 
but if the anterior urethra down to the bulb is washed by 
means of a soft rubber catheter and a weak solution of boracic 
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acid and the coatents of the first glaaa is still cloudy, the poe- 
teriur urethra is the segment involved. 

Wbat is the injection test ? 

The patient not having urinated for some time injects his 
anterior urethra with a 1 :&00 solutioD of permanganate uf 
zinc. The injection is retained for half a minute. After 
about half an hour be should pass his urine in a clean glass. 
If some of the efarede arc colored bruwu, it is evident that the 
sputs yieldiug these scalw are located in the anterior urethra. 

If the bulbous bougie is passed, ou withdrawal there will 
be found colored clots of pus clinging to its shoulder, si]ueezed 
from the urethral wall, having been too closely adherent for 
the urine to wash away. 

What is the endoscopic test? 

If the back part of the sinus of the bulb seen through the 
illuminated endoscope apjjears to be livid Id color, or bleed- 
ing, up to the hole in the triangular ligament, posterior ure- 
thritis is present. The condition of the anterior urethra may 
also be ascertained through the endoscope. 

What is the pathology of chronic anterior urethritis ? 

An infiltration of small round cells following an acute 
gonorrhea. It begins in the submucous connertive tissue aitd 
surrounds the lumen of the urethra completely. It is most 
frequently found in the bulb, the fossa navicularis, the glands, 
and crypts. 

The inflammation may be superficial, the round cells being 
limited to ihe mucous membrane, subepithelial connective 
and periglandular tissue, or it may involve the meshes of the 
corpus spongiosum and form a stricture. 

What is the treatment of chronic anterior urethritis ? 

First eliminate strong injections, coitus, alcoholism, and 
ex eiif si ve exercise ns jxissible causes of the failure of complete 
res«)lution. If there is sfriclure, follicular al>sc«-aB, or granu- 
lar s[iol3, each has its selected treatment, which is given else- 
where. 

In casfS where there is morning drop or a return of the 
as soon as the injections are stupjied, a catarrhal 
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and exudative conditioa of the canal is present, and direct 
applicatious of silver solutionB should be made through the 
endoscope by means of a delicate swab. These applications 
way range from 6 to 15 grains to the ounco of water, and 
may lie given as often as twice a week in conjunction with 
mildly astringent injections. If the foregoing treatment fails 
the sound and irrigations should be employed. 

Wbea and how is the sound used ? 

The sound should be used in cases in which the urine 
shows no pus and the [>osterior urethra is sufficiently tolerant 
A sound the full size of the meatus, warmed and anointed, 
should be i)as8ed twice a week. If the disease is limited 
strictly to the anterior urethra, the sound need not pass the 
cut-off' muscle. Sounding stimulates the circulation in the 
infiltrated tissues and empties the pus from lacunae and fol- 
licles. If the meatus is too small to allow the passage of a 
sound large enough to fully dilate the urethra, a meatotomy 
should be done. 

Describe iirigations for chronic anterior uiethritts. 

A clean soft rubber catheter (No. 12 French) should be 
inserted as far as the buib ; a 4<iuDce hard-rubber syringe is 
coupled to the catheter and the medicated fluid slowly thrown 
into the canal. The fluid will trickle out of the eye of the 
catheter at the bulb, wash out that enlarged portion of the 
urethra but not pass beyond the cutoff muscle, and finally 
follow along the catheter to the meatus, thus cleansing the 
entire anterior urethra. These retro-injections may be given 
daily. The 4-ounce syringe may be emptied a number of times 
at a sitting. The following solutious are excellent for retro- 
injections of the anterior urethra. They should be used as 
hot as the patient will permit : 



B Alum, crude, 

Sulphate of zinc, £a Zae ; 

Water, .^viij.— M. 

SiR.— Add 1 part of the above to 3 parts of water and use as an 
injeetion. Increase the fitt'en^th from day to day until equal parts of 
tl„„l„,io„..d..™.««.r.i,M. ^ ^ (..iHlgle 
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B Potass, penuanganatis, &''''''> 

Sig. — Use as described for the first formula. 

8 Argent, nit., S^-'! 

Aquffi, Svuj.— M. 

Sig. — Use a« dii-ected for the first formula. 

If the urine still coutains threads it iudicatea the persistence 
of (lamnged spots m the urethra, which should be touched 
with silver solutions through the endoscope by means of cotton 
ou the end of an applicator. 

Describe the endoscope. 

The endoscope may be a simple urethral tube or a Klotz's 
en<loscope, or ao eudoscope which is furnished with a small 
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Tia. 51.— Kloti's endoscope. 

incatidesceut lamp at the distal end to illuminate the field of 
operation. The Biiiipler endoscopes transmit light reflected 
from a head-mirror. All have an obturator. When the in- 
strument is in place the obturator is withdrawn, leaving the 
tul)e clear for illumination. The folds of mucous membrane 
then fall against the opening, and, as the tube is slowly with- 
drawn, the infolding surface of the urethra can be inspected. 
If a spot is overlooked, or if deeper inspection ia again de- 
sired, the obturator must lie replaced before the endoscope is 
pushed more deeply into the urethra. 

The accessory instruments are : swab-holder, caustic- holder, 
prol>es, applicators, powder-blower, forceps, scissors, and a 
urethral knife. All these instruments have their handles 
bent at such an angle that the ojterator's hand will not 
obstruct the field of vision during the niauipulatiou. 
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What damaged spots ate most ftequently seen through the 
endoscope 7 

UlceratiotiB aod eroaions. Both are most likely to be 
found in the first 2i inches from the meatus and upon the 
upper surfece of the canal. They may be of any size lees 
than that of a pea, aud to iuduce resolutiou iu them stronger 
applicatious thao can be borue by the entire urethra must be 
applied directly. 

Describe ulcerations. 

Ulcers in the urethra entirely destroy the mucous mem- 
brane. Their edges are precipitous, clear-cut, possibly over- 
hanging. They are slightly irregular in shape, and infiltration 
raises them from the level of the urethral wall. If they are 
recent they are covered with a grayish secretion through 
which granulations show. Ancient ones appear as white 
patches. 

What is the toeatanant of urethral ulceration ? 

After injecting a few drops of a 4 per cent, solution of 
cocain into the urethra to obtund sensibility, the endoscope 
should be introduced and the ulceration located. The nicer 
should be cleansed with dioxid of hydrt^en, wiped dry by 
means of a cotton swab, and finally touched with a 10 per 
cent, solution of nitrate of silver. If the ulcer is old enough 
to be deeply infiltrated it should, after the preparatory cleans- 
ing, be slit by a linear incision and the silver applied. 

Describe erosions of the urethra. 

Erosions appear as red spots with slightly infiltrated mar- 
gins. They, like ulcers, cause a prickling sensation inde- 
pendent of the act of urination. The treatment of erosions 
is practically the same as indicated for ulcerations. 

What is chronic posterior gonorrhea? 

A chronic inflammation affecting that part of the urethra 
back of the cutroff muscle. It usually results from the failure 
Ttf a general urethritis to undergo resolution in this part of the 
canal. 

When the mucous membrane alone is involved the symp- 
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toms are slight, but when the prostatic sinus, the orifice of the 
ejaculatory ducts, the utriculus masculinus, or caput gal- 
liDagiiiis is inflamed, both direct and reflex symptoms are 
likely to be prominent. There is do diechai^ from the 
meatus unless the amouut of pus formed is exceptionally 
large. In a man who has previously had gonorrhea a new 
attack is more frequently due to an exlen)3on of an unrecog- 
nized {x>sterior urethritis than from a fresh inoculation of 
gonoeocci. 

Wliat ia l^e patiiology of dironic posterior gonorrhea ? 

The histulugic changes correspond to those in anterior 
gonorrhea, but the part of the urethra back of the cut-ofT 
muscle is rich in bloul supply and glands, which Increase the 
liubility to chronic inflammation. And, too, the prostate and 
beminal vesicles are frequently involved. The subepithelial 
connective tissue hecomes infiltrated with round cells, which 
undergo oi^nimtion and contraction. 

In some cases the infiltration is deep and involves the 

Prostatic glands, sinus pocularis, and the ejaculatory duels. 
he lacuu% and superficial glands are obliterated by the con- 
traction of the connective tissue. 

Btrictiires do not form in the posterior urethra l>ecHU8e the 
sclerosis does not materially narrow the calilter of that part 
of the canal. The veru montanum is alwaj-s enlarged, sott- 
ene<l, and hypersensitive during chronic posterior urethritia, 
upon which condition sexual hypochondriasis often de[>ends. 

What is tiie prognosis of chronic posterior gonorrhea ? 

A large majority of all cases will recover with treatment, 
hut some neglected cases last until the prostate is seriously 
and [termnnently damaged and the ejaculatory ducU are made 
imjiervious by inflammatory dei>osit. 

What is the treatment of chronic posterior gonorrhea 7 

The regimen is the same as that for the gonorrhea of which 
it Is the offspring. 

The uritie should be kejit bland and the antiblennorrhagics 
should be continued. If there ia irritability of the bladder 
quite hot rectal injectiuus should t>c used, and if the prostate 
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is involved in the inflammatiou it ehoiild be massaged through 
the rectum. Obstinate cases demmid either irrigatioue or 
instillatioDg, or both. 

How mar the poBterior urethra be irrigated 7 

The patient having urinated, a hard-rubber syringe, to 
which a No. 12 French catheter is attached, la tilled with the 
medicated solution advised fur irrigation of the anterior ure- 
thra, and the air forced out of the catheter by tilling it with 
the fluid in the eyringe. The catheter is then }>iissed into the 
posterior urethra so that its eye is just beyond the cut-otf 
muscle. In some esceptional ca»c3 it will l>e impossible to 
pass a aott catheter ; for these rare instances substitute a small 
woven silk catheter, which, although more rigid than the soil 
rubber, is flexible and less liable to set up irritation than a 
metal one. When, the catheter is in place the fluid should be 
alowly and geotly forced into the posterior urethra, from 
which it passes into the bladder. When the syringe is empty 
the coupler is turned off, the syringe remove<l, tilled, attached 
again, and more fluid iujecaed. This pnxiednre may he re- 
peated until the bladder is comfortably distended. The 
patient now passes the medicated tlui<l, which, having already 
acted on the posterior urethra and bladder, washes out the 
posterior urethra a second time as it flows out, medicating nil 
of the congesteil ami eroded or ulcerated s[>ots and patches 
along the entire canal. The amount of fluid used at each sit- 
ting varies, the average l)eing 10 oun<«s. Injections should 
he given two or three days apart, according to results ob- 
tained. 

Vliat if irrigatioii &ila to cure a duonic posterior urethra ? 
If after a thorough treatment by irrigation the disease per- 
sists, as shown by the presence of shreds in the urine, instilla- 
tions of solutions of nilrato of silver should Iw u:ied. These 
may be given with the syringe devised by li. W. Taylor, 
which is patterned after an ordinary hypodermic syringe with 
a conical nozzle which will tit into a small soft catheter. The 
catheter fNo. 12 French) is cut olf so as to measure eight 
and a half inches. The piston is so marked that the exact 
number of drops desired may be thrown out, 
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What solutions me instilled for posterioi nrethritlB ? 

Nitrate of silver raogiog from 1 grain to 20 to the ounce 
of water, i to 2 per cent, protargol eolutionB, i to 3 per cent 
sulphate of copper eolutions, and S to 6 per cent sulphate of 
thaliio solutions. The preparations of eilver give the best 
results. 

The syringe is filled and the catheter attached. The air 
from the latter is expelled by filling it with the solution from 
the syringe. After a drop or two of the solution appears at 
the eye of the catheter, withdraw the piston a little so as to 
prevent dribbling from the eye while the catheter is being 
introduced. Now gently pass the catheter. When it is intro- 
duced six and a half inuhes its end is in the sinus of the bulb, 
and the slight impediment it encounters there shows the 
operator that the end of the catheter is just at the opening of 
the triangular ligament. The operator should then pass the 
catheter more deeply, so as to engage its eye in the beginning 
of the prostatic urethra, where the concentrated solution is 
deposited. The treatment should !« used every four days by 
the sui^eoo : it is dangerous iu the bauds of the patient 

Describe the method of TTltzmann. 

The instrument is like a hypodermic syringe, armed with 
a hollow shaft umJIar to a small silver catheter. The shaft 






Fro. 62.— Keyes-Ultiniann ayrtnge. 

is passed like a sound just beyond the cut-off muscle and the 
solution deposited drop by drop. 

When using this syringe, as with the Taylor syringe, care 
should be taken that the solution is deposit«4l behind the cut- 
ofT muscle, for if it dribbles anteriorly it is liable to create 
considerable inflammation in the pendulous urethra. Gener- 
ally five to fiil^en drops are use<l at a time. The instillatioD 
r.r ..I A.tHH^Ie 
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should be given when there ia some urine in the bladder, so 
if the reaction is too severe the patient can urinate and thus 
neutralize the solution. The results following instillation are 
prompt and the pain and tenesmus produced are often quite 
severe. The distressing symptoms soon subside, however, 
and a sense of comfort follows. If the reaction is very severe, 
hot applications to the perineum and rectal suppositories are 
called lor. If the instillation (etching) is to be beneficial, 
good results will follow the first application, and the report of 
the patient will coufirm the efficacy of the treatment 

What are tbe sequelte of dironic posterior gonoirliea T 

Frequent desire to urinate, cystospasm, inelastic urethra, 
and disturbance of sexual function. 

How is urination affected ? 

The demand to urinate is too frequent ; it ia imperative ; 
there is a moment's hesitation iu its beginning, and it is fol- 
lowed by a feeling of incompleteness and discomfort Judi- 
cious soundings usually bring about a cure. 

What is CTstospasni ? 

A contraction of the bladder neck during urination, which 
sometimes persists for weeks after the other symptoms of pos- 
terior urethritis have ceased. The pain from it may be dull 
and heavy, or an acute paroxysm radiating to the rectum, 
testicles, and groins. The spasm of the cutoff muscle may 
interrupt the flow of urine. The cold sound and mild instil- 
lations are usually all-sufhcient to bring about a cure. 

What is inelastic urethra ? 

Chronic inflammation may result in infiltration of the ure- 
thral connective tissue, so that it is no longer distended during 
micturition, and, the pressure of the urine at the meatus being 
diminished, the stream is neither smooth nor forceful The 
cold sound usually cures this condition. 

Hot does chronic posterior gonorrhea affect the sexnal func- 
tion? 
There may be absence of sexual desire, or the orgasm 
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may be attended with little pleaaurable eensatiou, and in 
Bonie cases it \» paiuiiil. Erections are often feelde, and 
ejaculation occurs prematurely or not at all. In other cases 
there are nocturnal pollutions, which may be bloody if the 
ejaculatory ducts are hyperemic. In this condition jtatieuts 
become hypochondriacal and ready victims of quacks. 

Wliat is the treatment of distnrbaiice of the sexual faction 
due to chronic posterior gonorrhea ? 
The patient being hypochondriacal it is wise to ^ve assidu- 
ous attention to his "tale of woe" as well as to his physical 
condition. The several sequelie which affect the genesic func- 
tion have been discussed individually in previous paragraphs. 

How may boys acqnire gonorrhea ? 

In most cases the infection is direct from coitus, 
Exceptionally infection is mediate by means of fabrics or 
by foreign bodies previously contaminated coming in contact 
with the meatus or gaining entrance to the urethra. 

Urethritis in boys is very rare under the age of twelve and 
presents no clinical features that are not seen in the adult. 

What are the complications of gonorrhea in the boy ? 

Balanoposthitis, lymphangitis, and epididymitis. The first 
is very common ; the second fairly so, Iwcause the foreskin at 
this age is always redundant and often tight ; the third rare. 

What is the treatment of acute gonorrhea in the hoy 7 

Surgical cleanliness is uecessary to prevent I lat an o posthitis. 
The treatment of the disease and its s«quelfe is the same as 
that for adults. 

What is abortive urethritis ? 

An inflammation of the urethra that does not become very 
severe is self-limited and usually ceases iu ten days or two 
weeks. It is often called "bastard clap." The dischai^ 
does not contain gonococci. 

What are the symptoms of abortive urethritis ? 

The meatus is blushing and yields a slight discharge of pus 
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from the anterior urethra. There 
is a slight tingling during urina- 
tion, but it ia not severe enough 
to be called ardor urinte. The 
inflammatory iofittratioa of the 
urethra is not sufficient to cause 
chordee. 

There are neither complica- 
tions nor sequela; unless balanitis 
results from lack of cleanliness. 

The slight inflammatory symp- 
toms which were present from the 
beginning, instead of increasing 
remain stationary, and if not too 
vigorously aggravated by injec- 
tions subside in about a week. 
This variety of urethritis is re- 
sponsible for many reports of 
quick recoveries of gonorrhea 
under special forms of treat- 
ment 

What i8 the tieataent of abor- 
tive urethritis ? 
The patient should lie advised 
agaiuat rich foods and severe ex- ^ 

ercise. If he demands an injec- 
tion, give him a weak antisejitic 
solution. Strong injections ag- 
gravate and prolong this trouble. 
If be wants au internal remedy, 
give him buchu-leaf tea. 

Describe tbe urethra. 

The urethra is a collapsed tube 
leading from the bladder to t.lie 
meatus, serving ns an excretory 

duct for the removal of the urine, Fro.53.~fl.FoRaanaviculsris;ft, 

, 1 iv .1 J? .L CftvomouH portion; e, oiiJoar ea- 

asacbannel for the egress ot Ihe laDrement: a. mcmbranouH pnr- 

eeminal fluid, and also as a gen- "<"' ■ '• p""*""" p"'"'^ t^'"*"'- 
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ital organ ia supplying by means of its glands a mucous fluid 
which takes part in the composition of the semen. The male 
urethra is made up of three layers : the internal or mncous 
layer, the middle or submucous layer, and the external or 
muscular layer. The urethra is alwut 8 inches long, and fur 
descriptive purposes is divided as follows : The sjwngy, pendu- 
lous, or penile portion, the membranous portion, and the pros- 
tatic portion. 

Describe the pendulous portion. 

This portion is almut 6 inches long, beginning at the meatus 
and ending at the bulb. 

Wliat is the fossa naTicnlaris ? 

It is the first dilatation of the pendulous urethra and is 
situated within the glans |)enis. 

What is the bnlb of the urethra ? 

The dilated upper end of the spongy portion. It contains 
the two orifices of Cowper's ducts ; the glands themselves are 
situated between the anterior and posterior layers of the 
triangular ligament in the substance of the compressor 
urethrse muf«le. 

What Is the lacuna magna 7 

A mucous follicle situated on the roof of the penile urethra 
about J to ^ of an inch from the meatus. It is the largest 
follicle iu the urethra and consists of a valve-like reduplica- 
tion of the mucous membrane. 



What are the glands of LlttrS ? 

They are mncous glands and follicles opening into the 
urethra with their orifiws toward the meatus. They are found 
principally on the floor of the canal in the first 4 inches of 
ils length. 

Describe the membranous portion of the urethra ? 

This portion lies between the bulb and the apex of the 
prostate. Its upper surface is 3 of an inch long and ils 
floor i au inch long, in consequence of the bulb projecting 
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backward beneath it. Its upper concave surface is placed 
about 1 inch beneath the pubic arch, from which it ia separated 
by the dorsal vessels aud uerves of the penis and some mus- 
cular fibers. Its lower convex surface ia separated from the 
rectum by the peritieum. On the side of the membranous 
portion of the urethra are the ducts of Cowper'g glands on 
tlieir way to open into the bulb of the urethra. 

The walls of the membranous urethra are very thin and 
almost destitute of erectile tissue, and except at the orifice 
this portion is the narrowest of the entire canal. Tlie mem- 
branous portion is surrouuded throughout its entire length by 
muscular tissue, and is therefore often the seat of spasmodic 
stricture which may oppose the passage of instruments into 
the bladder. 

What is tlte cut-off mnscle 7 

This muscle (also called the corapreesor urethrse muscle, 
or the constrictor urethr^e muscle) covers the membranous 
urethra and controls tlie act of urination. The natural con- 
dition of the cQl^off muscle is that of tension, more or less 
modified by excess aud disease. The muscle acts as a valve, 
preventing fluid injected from the meatus from entering the 
bladder. This resistance can, of course, be overcome by 
sufficient pre^ure. 

Describe the prostatic pottion of the urethra. 

This portion begins at the end of the membranous portion 
and terminates in the bladder neclc. It is situated in tlie 
prostate gland from Itt apex to its l>ase and is.about 1} inches 
in length. It is of spindle shape aud is the widest and most 
dilatable portion of the entire canal. 

The prostatic uretlira tunnels the prostate gland, sometimes 
barely covered by that organ above, sometimes deeply em- 
bedded in it It is fixed only where it joins the membranous 
urethra. The roof and the lateral walls of the prostatic 
urethra are smooth and pierced by but few ducts. The floor 
consists of two lateral portions, in which the prostatic duels 
open, and a central, irregular part. The central portion rises 
gradually from Ijehind forward to form a little mound, the 
verumontanum (colliculus seminalis — caput gallinaginie). In 
^^ r.r ..I AntHH^ie 
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the anterior slope of the verumontanum is a tittle cavity, the 
sinus pocularis (utricle), the analogue of the uterus. The 
ejaculatory ducts open on the edge of the sinus. On either 
Bide of the verumontaDuni is a slightly depressed fossa, the 
prostatic sinus, the floor of which is perforated by the orifices 
of the numerous prostatic ducts, the ducts of the middle lobe 
opening behind the verumoutanum. 

Wliy is inflammatinn in tlte prostatic urethra dangerous? 

Because the disease may attack the seminal vesicles, testi- 
cles, and prostate gland through their respective ducts, which 
are in direct communication with this portion of the urethra. 

What parts of the urethra are mobile ? 

The anterior portion of the canal wheu in the flaccid state 
is capable of assuming almost any position. Its posterior 
third is connected with the symphysis by means of the sus- 
])ensory ligament and with the anterior layer of the deep 
[)eriueal fiiscia by means of the bulb, and is therefore fixed 
in proportion as it ajiproaches the membranous region. 

The membranous region is the least movable of all, owing 
to its firm connection with the pelvis by means of the two 
layers of deep perineal fascia. 

The prostatic portion Is susceptible to some slight change 
of position depending upon the action of the anterior fibers 
of the levator and n|X)n the amount of urine in the bladder. 
How many curves has the urethra ? 

In the flaccid state of the penis the urethra has two curves, 
an anterior curve and a posterior curve. 
Describe the anterior curve of the urethra. 

The anterior curve is confined to that portion of the penis 
in front of the symphysis. This curve is due to the dependent 
position of the flaccid jinterior portion of the organ. During 
an erection, or when the organ is elevated to an angle of 60 
degrees with the body, it dtsapi>ears. 
Describe the deep curve of the urethra. 

The deep ctirve of the urethra is below and behind the 
aymphysis. It is also called the subpubic curve. This 
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curve is |)ermaneDt unless distorted by force. It corameDces 
li inches anterior to the bulb and attains its lowest |x>int, 
when the body is erect, nearly opposite the anterior layer of 




the deep perineal foscia, and finally ascends through the 
membranous and prostatic regions on its way to the bladder. 

STRICTURE. 
Wbat is staictnre of the nrettara ? 

An abnormal narrowness of a portion of the canal. 
Hot mar stricture be classified ? 

Into muscular or spasmodic, traumatic, and organic 
Describe spasmodic stricture. 

Spasmodic stricture is due to the sudden contraction of the 
compreeeor urethne muscle, or the circular muscular fibers of 
r.r ..I L.(.HH^Ie 
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the urethra itself. The spasm may be from the irritatioa 
GauBe<l by passing instruments ; from sudden chilling of the 
body (retention of urine by the spaam), trom shame or fear, 
as when a patient is I'equested to pass water before a class or 
even in the presence of the examiuiug surgeon. 

What is the symptom of spasmodic stricture ? 

The inability to pass water from the bladder. The spasm 
ig frequently met with during sounding, and is ofteu mistaken 
for organic stricture. 

What are the differential points of spasmodic stricture ? 

Spasmodic stricture can only occur in the membranous 
urethra. When oi^anic stricture is not associated with it the 
urine has no adventitious suletances, and comes away spark- 
ling and normal in color. Spasmodic stricture will resist a 
small sound, hut when the end of a sound large enough to 
comfortably fill the meatus is held firndy against it, it soon 
relaxes, permitting the instrument to pass on into the bladder. 
There is no resistance to withdrawal of the sound as in or- 
ganic stricture ; spasmodic stricture disappears at once under 
anesthesia. In all cases of spasm of the cutroff muscle 
oi^nic stricture should be sought for, l)eeause it is the most 
common cause. 

What is the trealanent of spasmodic stricture of the 
urethra? 

Hot applications to the abdomen, perineum, and genitals. 
The hypodermic injection of \ grain of morphin usually 
deadens the patient's sense of irritation upon which the spasm 
depends, so that urine may be voided naturally. In grave 
cases a general anesthetic should be admiuistered to relax the 
muscles so as to allow the introduction of a catheter. Rarely 
■ it is necessary to perform suprapubic aspiration or perineal 
section. 

The cause of the spasm should he sought and removed. 
To prevent recurrence the urine should be kept unirri- 
tating, sounds should be passed twice a week, and insdllations 
of nitrate of silver may in certain cases be used to cure deep 
urethral irritation. 
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What is traumatic strictuie 7 

A stricture caused by violence. The lymph deposit during 
the iuflammatiou iucident to a laceratioD or contusion of the 
urethra way encroach upon the lumen of the tube, constitutiug 
a stricture. 

What is tha most freaneut seat of traumatic strictnre 7 
The perineal urethra, which is most exposed to injury. 

Wliat is organic strictuxe ? 

A cicatrix of the urethral wall narrowing its caliber — the 

sequel of an intlammation — which encroaches upon the lumen 

of the tube and shows a disposition to contract. 

How mt,y organic stricture be classified ? 

For the purpose of description, into linear, annular, dia- 
phragmatic, bridle or crescentic, resilieut, irritable, iutlamma- 
tory, strictures of large caliber, strictures of small caliber, 
impassable stricture except to a filiform bougie, and impassable 
stricture. 

What is a linear Btrictnre ? 

One that appears as a alight cord-like band forming a ring 
just Iteneath the raucous membrane and circling the urethra 
partially or completely. 

What is an annular strictnre 7 

A ring-like constricting mass wider and deeper than the 
linear stricture. It may be quite irregular or tortuous. 

What is a diaphragmatic strictnre ? 

It is a fold of mucous membrane through which the urine 
passes. The opening may be concentric or excentric. 

What is a bridle or crescentic stricture ? 

A fold of mucous membrane which bulges into the urethral 
canal. 
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What is a resUient stilctnie ? 

One that, owiug to its elasticity, immediately contracts to 
ita former size after dilatation. 

What is as lititaUe stricture ? 

A transitory tumefactiou of the urethral mucous membrane 
from mechanical or chemic violence. It is oftenest seen after 
the uuskilled use of urethral instruments. 

Wliat is a stricture of large caliber ? 

One that admits a No. 15 (French) sound or laiger. 

What is a stricture of small caliber ? 

One that will not admit a No. 15 (French) sound. 
What is an impassable stricture except to flliforms ? 

One that will not admit the smallest metal sound, hut 
through which after patieut and skilful manipulation a fili- 
form bougie may be pasae<l. 

What is an impasBable stricture ? 

One that is impermeable to any sort of instrument. 
What is the essential lesion of stricture ? 

A more or leas extensive, small round-celled infiltration 
into the submucous connective-tissue layer, which causes a 
chronic catarrhal condition of the mucous membrane. The 
tendency of this iniiltration is to become organized and to 
contract, lessening the size of the urinary tube. lu chronic 
anterior urethritis the submucous exudation is likely to 
remain as an infiltration of small round cells, which may 
form soft stricture. 

Semi-fibrous stricture is a cicatricial tissue in which the 
round cells have become fusiform. 

Fibrinous stricture is the result of a continuation of the 
morbid proeeas, in which the erectile and vascular tissues 
become sclerotic. On section such strictures are seen to be 
white, firm, and homogeneous in structure. 
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What is the effect of Bbictore npoB the urethral canal ? 

Behind the stricture the urethra, is generally enlarged in 
consequence of the ubstructlon of the urinary flow, Dilata- 
tioD from this cause iu the deep urethra may be so great that 
a bulging appears in the periaeum during micturition. 

Directly behind the stricture an ulcerating Burface is 
usually found which furnishes the characteristic discharge. 

The mucous membrane behind the stricture is thickened 
and thrown into folds or thinned, showing hyperemic vessels. 
Abscesses resulting in fistula may be caused by urine lielng 
forced into the mucous membrane through the bases of deep 
ulcers by increased lateral pressure. 

What part of the urethra is most liable to stricture ? 

The largest number of strictures is found in the bulbo- 
membranous portion ; a considerable ouml>er within two and 
a half inches of the meatus ; a few in the middle of the spongy 
portion. 

What are the general symptoms of organic strictuie 7 

The persistent symptom is gleet At any time except 
directly after urination a drop can be milked from the 
meatus. This drop may be clear viscid mucus and be notice- 
able only in the morning just within the lips of the meatus, 
which are glued shut, or it may be creaniy in appearance, 
the pus coming from an ulcer behind the stricture. 

Either mucous discharge or that mixed witli pus is liable 
to be exaggerated by coitus, violent exercise, irritating urine, 
or inebriation, so that a relapse of the clap will occur. In 
purulent gleet the frequency of urination is increased ; the 
stream of urine is distorted and its force diminished ; if the 
lumen of the stricture is less than that of the meatus the force 
of the stream is decreased during micturition, and there is 
oftflQ a dull pain in the perineum, back, or loins. The urine 
may dribble away and sharp pains be felt radiating from the 
neck of the bladder. 

Erections may take place and nocturnal emissions occur, or 
erections may be feeble from obstruction to the circulation of 
tbe corpora cavernosa or to rigidity of the urethra from in- 
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flammatory deposit Faia may occur during the sexual act 
aad eJaculatioD may be imperfect 

What is a very naeAil instnunent in the diagnosis of 
stricture? 
The bougie & boule. It may be made uf metal or of soft 



material. It comes in various sizes and consists of an olive- 
sbaped tip with a alender handle about 10 inches long. 

What foctg should be in mind while using the bougie & 
boule? 
That the spongy portion of the urethra is the narrowest 
except the meatus, and the least dilatable part of the canal ; 
that in health it can be safely dilated to No. 32 (French), 
while the average meatus will admit a No. 28 (French) ; that 
the urethral canal is narrowest at the meatus, is dilated at the 
fossa navicularis, and then forms a nearly cylindric tube as 
far as the bulb, where it again becomes larger. 

What is the method of nsiiig the bougie & boule ? 

Graap the penis behind the glans with the thumb and index 
finger of the left hand. The dorsum of the penis should face 
the abdomen and the foreskin be retracted. Grasp the handle 
between the finger and thumb of the right hand and gently 
insert the olive point into the meatus and use as you would a 
sound. 

When the stricture is reached there will be resistance. Slip 
the right hand down to the meatus and place the thumb on 
the handle on a level with that opening. Withdraw the 
bougie and measure the distance between the olivejroint and 
the place on the handle marked by the thumb. This gives 
the distance of the anterior margin of the stricture fn)m 
the meatus or, in other words, its depth in the urethra. Re- 
introduce the bougie and pass the olive point through the 
stricture to the cut-off muscle. Gently withdraw it ifutice 
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the resistance. This resietaQce identiiieB the posterior margia 
of Ihe stricture. The distaDoe from the meatus can be meas- 
ured as for the anterior margin. The diBtance betTreen the 

two measurements gives a fairly correct idea of the length of 
the stricture from the anterior to the posterior border, and the 
size of the olive an idea of the degree of the cotietrictioa. 

What is the constitntiimal treatment of organic stricture 
of the urethra ? 
The urine should be kept bland and unirritating, modify- 
ing its reaction by acids or alkalies as indicated. The diet 
should be simple ; highly seasoned foods, such as salted meats, 
cabbage, cheese, aad tomatoes, being prohibit«d. Constipa- 
tion should be corrected and tonics for the general health 
should be given. Hot hip baths should be used if there is 
much inflammation. The strumous should be given cod-liver 
oil. 

What instnimenta are nsed in treating organic stricture ? 

The first efibrt in instrumental interference is usually with 
bougies and sounds for the gradual dilatation of the stricture. 
Cutting instruments are used only after efibrls at dilatation 
have failed, except in impermeable stricture. The endoscope 
and cystoscope are useful to obtain a view of the diseased area 
in the interest of a correct diagnosis. 

How are the dangers of urethral ingtnunentation avoided ? 
By the utmost surgical cleanliness of the patient, instru- 
ments, and hands of the operator. The patient should be 
placed upon a milk diet for twenty-four hours before any 
severe operation on the urethra, and the urine should be 
rendered unirritating by the administration of such drugs as 
salol, boracic acid, urotropin, alone or in combination, to the 
amount of 15 grains daily. 

What care slionld he given nrethral instnunents ? 

All instruments for use in the urethra should be perfectly 
smooth and highly polished, since any roughness will abrade 
the mucous membrane of the urethra and espose the patient, 
through such abrasion, to the dangers of sepsis and urinary 
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fever. InstrumeDtB before introduction into the canal should 
be well lubricated. The lubricaut must be aseptic. 



J 



Sounda should be kept separated so that they will not 
abrade one another, aud should be boiled for at least five 



i7, — Soft- rubber bougip. 



minutes before and after use. A piuch of soda added to the 
water renders them leas liable tu rust. 




Urethrotomes, tunneled sounds, lithotrites, silver catheters, 
and endoscopes should be scrubbed with a brush in hot water 



Fin. 50.— Flltf irm bouBles. 

and rubbed with alcohol. Soft-rubber catheters can be 
boiled for a limited number of times if they are wrapped iq 
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several thicknesses of gauze and the water brought to a boil 
after immersion. Instruments which boiling would injure, 
such as elastic bougies, catheters, and filiform guides and 
cystoscopes, may be washed with soap and dried with gauze 
and sterilized with a solutiou of formalin. I>elicat« knives 
should be dipped iu carbolic acid, cleansed with distilled 
water, and rubbed with alcohol just before using. 

How are sounds effective in the treatment of strictnre 7 

The benefits of the useof theaonml depend upon mechanical 
disteudon — reactionary hyperemia, with increased local tissue 
change. The activity of the lymphatics and veins is in- 
creased and absorption takes place. It is obvious that a full- 
sized sound must he used. Frequeotly the meatus is so small 
that a sound sufficiently large to stretch the canal beyond 
cannot be iutroduced. Meatotomy is uecessary under such 
conditions. 

What is meatotom; ? 

Enlarging the meatus by cutting. The meatus and canal 
for an inch above should be cocainized by the introduction of 
a plug of cotton saturated with a 4 per cent solution. It 
should be done with the utmost surgical cleanliness. The line 
of incision should be made by a single cut along the floor of 
the urethra, beginning well back in the canal (i to | of an 
inch), and sufficiently deep to admit a sound of the required 
size. The cut closes rapidly (even when there is considerable 
dischai^e at the meatus) and the opening must therefore be 
kept patulous by daily dilatation until healing is complete. 
A meatus admitting a No. 16 sound can be cut to accommo- 
date a No. 84. The meatus should \ye cut two sizes larger 
than the size determined ns normal to the urethra, as con- 
traction follows the operation. 

How is the sonnd used ? 

The patient should be in the recumbent position with the 
shoulders sufficiently elevated to relax the abilominal muscles, 
the knees a little separatetl, the genital organs entirely ex- 
posed, and trousers and drawers pushed below the knees. 

The Bui^:eon, standing on the patient's left, retracts the fore- 
skin, wipes the glans, and puts the penis on the atreteh. ^ith 
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the fiDgera of the left band. The sound is held in the right 
hand, at the flattened part, by the thumb above and the fore 




and middle fingers below — like a pen — and parallel with and 
the knuckles touching the groin and the tip of the sound eo- 



'^a. 61.— Relative poxUloni ot triangular ligament and bulb of urethra 
(diagram matir, rrom Culver and Haydea), 

:ed in the nientus. The penis is drawn upward and made 
iwallow the sound, which passes almost by its owu weight. 
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After 4 or 5 inches of the sound have passed into the 
urethra the fingers of the left hand should he shifted to the 
perineum, where the sound will be felt behind the scrotum. 

As the point passes under the pubes, the handle of the 
sound should be moved to the median line of the patient's 
body, still held close to the abdomen, while the point is 
pusbed inward so as to pass into the membranous urethra. 
If the handle is raised loo soon the point strikes the subpubic 
ligament above the orilice ; if the handle is not raised soon 
enough the tip passes down into the elastic floor of the bul- 
bous urethra. In either case the curve of the sound bulges in 
the perineum. The withdrawal of the iustrument for an inch 
and the raising or lowering the handle will make the point 
engage. 

Then the handle of the sound should be raised to the per- 
pendicular, making the tip hug the pubic bone, and as the 
instrument moves forward pressure should be made with the 
disengaged hand upon the root of the penis for the purpose 
of stretching the suspensory ligament to reduce the curve of 
the canal. The handle may be then pressed downward be- 
tween the thighs while the tip enters the bladder. 

What are the different scales of urethral sounds? 

The American, French, and English. 

The French scale should be used because the intervals are 
the smallest The number indicates the millimeters in the 
circumference of the instrument. To convert the French to 
the American scale subtract one-third ; to convert French to 
English subtract one-third plus three ; for example, BO French 
equals 20 American and 17 English. 

What ia gtadaal dilatation 7 

The process of restoring the urethra to its normal caliber 
by the use of souads. The instruments required for gradual 
dilatation of stricture are a set of tunnelled catheters run- 
ning from No. 8 to No. 18 French, a set of steel sountls, 
and a bunch of filiforms. In dilating strictures passable 
only to filiforms, the urethra must be filled with sweet oil. 
The bougies should be introduced at the meatus, buying 
the floor for the first 2 inches so as to avoid the lacuna 
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nii^ns. If the first filiform bougie faila to enter the stricture, 
the penis being on the stretch, others must be introduced 
alongside the iirst. After a number have been bo placed, 
eauh in turn should be lifted a little and the direction of its 
point changed by twisting, and tbe attempt to pass the con- 
stricted orifice continued. One will finally slip through. 
The others are then withdrawn. In some cases the filiform 
may be left in overnight. This wit! permit urine to dribble 
away. lu the morning tbe stricture may have yielded so as 
to admit another filiform readily. 

If the bladder is not relieved a tunnelled catheter must be 
threaded over the filiform and forced through the stricture. 
Using the filiform as a guide obviates tbe danger of maldng 
a false passage. The laceration of the mucous membrane in- 
cident to tbe forcible passing of the catheter is too slight to 
be dangerous. There may be considerable bleeding, however. 

The tunnelled catheter may Ire tied in the bladder over- 
night to maintain tbe opening, and subsequently sounds of 
increasing size should be passed every fourth day until the 
normal caliber of the urethra is restored. Subsequently it is 
necessary to pass tbe largest-sized sound used about every two 
weeks for a number of mouths to prevent recontraction. 

Wliat is the procednie in the presence of a fiilse passage ? 

A false passage may be avoided by turning the point of 
the instrument to tbe other wall of the urethra or by filling 

the urethra with filiforms. These may be made to bridge 
over tbe opening when the sound may be pushed along tbe 
urethra, avoiding the tear. 

A new false passage does not give the sense of resistance 
that is felt when the instrument is engaging the stricture. In 
tbe absence of resistance the operator should not continue tbe 
sound in its onward course. 

What is the treatment of false passage and extravasatioti 
of nrine? 

When there is no appearance of blood at the meatus, but 
difficult urination with perhaps retention, and there is no 
evidence of extravasation, abscess or fever, and when cathe- 
terization is easy, tbe surgeon should empty the bladder rf^u- 
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larly and watch for the onset of fever or the appearance of 
localized swelling. 

Wbea there is urethral hemorrhage with retention of urine 
or evidence of extravasation, and catheterization, though 

difficult, in possible, it is best to tie a full-sized catheter in the 
bladder, aud if there is extravasation to lay open freely the 
tissues involved. 

Where catheterization is impossible, perineal section should 
be done, the rent in the ui'ethra sought for, and a catheter 
passed through it into the bladder. 

If the proximal end of the torn urethra cannot be found, 
suprapubic cystotomy for the purpose of retrograde catheter- 
ization should be done at once. 

Wtiat causes urinary abscess 7 

Unrelieved urinary infiltration. External perineal ure- 
throtomy should he done as soon as the condition occurs. 
The incision should be made in the median line, including 
the abscess and stricture. Success in closing the wound de- 
pends upon early and thorough evacuation of the abscess. 

What is nrinary fistula ? 

The channel or false passage made by the escape of urine. 

What is the essential step im the treatment of. fistula com- 
pUcatiiiK stricture 7 

Removal of the ol>struction to the free escape of urine. 

A fistula is likely to contract and heal siwntaneously if the 
stricture is well dilated so as to give free vent to the urine by 
way of the natural passage. If urine dribbles from the 
fistula for several months after full dilatation the patient 
should be taught how to use the soft catheter, bo as to allow 
no urine to pass through the false passage. If the opening 
does not close within two months the hard edges of the fistu- 
lous tract should be ineisol and freshened and the tract left 
with its external orifice larger than \ta internal. The intro- 
duction of the galvanocauterv wire and raising it suddenly 
to a white heat baa lieen successfully used in urethral fistulfe. 
Another method is to lieud a silver prol>e until it readily 
traverses the whole of the tract. The probe is then with- 
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drawu and coated with fused nitrate of silver, reintroduced, 
rapidly rotated, and withdrawn. Maintaining by the use of 
sounds the full caliber of the urethra — bo that there may be 
the least possible pressure of the urine at the false opening — 
is of paramount importance in the treatment of fistula. 

What is the treatment of numerous flstuln of the urethra 
whtcli open at man; points 7 
In neglected cases where there has been much burrowing 
around the penis, Bcrotum, and perineum, the tracts are in- 
durated and may be lined by calcareous deposit, or there may 
be abscesses. Such cases are iucurable, except by external 
perineal urethrotomy. The iuciaion should be central, all 
abscess pockets and fistulous tracts being opened and forced 
to heal from the bottom. 

What is the treatment of flstnla opening Into the rectnm ? 

When a fistula opens into the rectum the obstacle to suc- 
cessful treatment is the passage of fecal matter into the ure- 
thra. If aft«r cure of the stricture, simple means (cautery or 
incision) tail, a plastic operation of the rectal mucous mem- 
brane should be performed. 

Enumerate the seTeral operations fbr strictnre. 

Internal urethrotomy, external urethrotomy, and perineal 
section. 

Describe internal urethrotomy. 

The patient being anesthetized, the urethrotome is passed 
through (below) the stricture, say, i inch beyond it. The 
knife blade, which is concealed in the instrument, is exposed. 
After the blade has been exposed it is carefully withdrawn, 
the knife cutting through the roof of the stricture, thus divid- 
ing it When all resistance ceases (showing that the knife 
has passed through the stnctured portion) the blade is drawn 
hack into the instrument, which is then removed. A sound 
is passed to ascertain that all constricting bands are severed. 
It is good surgery to open the urethra by perineal section 
behind the stricture (between it and the bladder neck) fbr 
drainage in cases of internal urethrotomy of the pendulous 
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urethra, which insures agaiuBt urine coining in coutact with 
the wound in the urethra, as it passes out of the perineal 
opening. This may be done as follows: After internal ure- 
throtomy has been performed the patient is placed in the 
lithotomy position and a grooved staff introduced into the 
bladder. The membranous urethra is punctured through 
the perineal incision IJ inches in front of the anus with a 
straight long knife haviug its back toward the rectum. The 



i^^^ 



inciuon is eulai^ed forward to permit the introduction of the 
finger, and the tissue still remaining between ihe tip of the 
finger and the groove is cleared away. When the groove of 
the staff ia felt a probt-poiuted gorget is slid along it, the 
staff removed, and a drainage tul>e [lasscd along the groove 
of the goi^t into the bla<lder. Tiie goi^t is remove)!, leav- 
ing the tube in place, which drains the bladder and may be 
retained for a week or ten days. After the second day the 
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tube should he removal and cleaned dailv, and the bladder 
irrigated to prevent infect i<in. 

In operations for internal urethrotomy the following points 
should l)e remembered : All incisions, except those at or near 
the meatus, should be made upon the roof of the urethra, as 
there is less tendency to infiltration ; the operation should, 
when possible, be completed with one cut The stricture 
should be cut at least three sizes (French) larger than the 
normal meatus. 
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What is the after-treatment of internal urethrotomy ? 

If hemorrhage does not yield to pressure by the fingere 

the peDis should be bandaged tightly and evenly over a 
silver catheter pushed just below the posterior border of the 
cut stricture. Hemorrhage, as a rule, ia not troublesome. 

It la important that the caliber of the urethra that was 
obtained by the cutting operation be maintained. This is 
accomplished by the passage of sounds at intervals of two 
days. If this is neglected the wound may close and the 
Bljicture be re-established. The sound should he passed only 
a short distance beyoud the posterior edge of the cut stricture 
— that is to say, not into, the posterior urethra. 

Hemorrhage will follow each paseage for a time, but it will 
not be alarming. When there is no longer evidence of a 
isposition of the cut portion to contract, frequent sounding 
should be discontinued. 

Describe external uretLrotomy. 

The patient is placed in the attitude for lithotomy. The 
site of the stricture being determined, the urethra is filled 
with sweet oil and a filiform passed through the stricture into 
the bladder. A tunnelled staff ia then threaded over the 
filiform and passed into the bladder. An assistant holds the 
staff In the median line so as to make the perineum bulge, to 
give a firm field for operation. An incision is made through 
the skin and superficial fascia precisely in the median line of 
the perineum, extending from the base of the scrotum to 
within i inch of the anus. The dissection is continued until 
the urethra is exposed on the groove of the staff. The canal 
is then opened on the groove of the staff and a silk thread 
passed through each edge of the wound with which to bohi it 
open. A blunt-point^ bistoury is then passed along the 
groove of the guide, dividing the stricture and at least J inch 
of tissue l>elow it. A sound is then passed to determine if 
there are any constrictions which should he cut 

If the grooved staff cannot lie pnsse<l through the stricture 
it is pushed down to its anterior margin, and the urethra 
opened upon it, and when the tip of the staff is laid bare the 
8taff is withdrawn slightly to expose the filiform, which is 
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then used as a guide for the introduction of a grooved 
director- A free iuciaion should then be made with a blunt 
bistoury along the director. A finger b then passed along 
the director into the bladder. Infiltrated patches in the 
urethra should be incised. If there la contracture of the 
bladder neck effort should be made to break it up with the 
finger. It is sometinits neeessary t« enlarge the neck by 
incision or by the galvanocautery. The bladder should be 
cleared of ciots by flushing it with warm boracic-acid solution. 
A lai^e perineal rubber tube is introduced with its eye just 
within the bladder and held there by X-way tapes. Opiates 
should be used if pain follows the operation. 

Describe perineal sectioB. 

This operation when done without a guide is otten quite 
difiicuU. The patient is anesthetized, placed in the lithotomy 
position, and a hooked staff' (Wheelbouse) is passed down to 
the stricture. The staff must l)e firmly held by an assistant 
in such a way that the relations of the tissues are not dis- 
torted by pressure in any direction. An incision is made in 
the perineum sufficiently high to expose the normal urethra 
at least \ inch above the tip of the staff. This superficial 
incision is continued down to a little above the anterior edge 
of the sphincter, and the perineum is divided until the 
urethra ia reached. The urethra is then divided on the 
groove of the staff i inch above the anterior face of the 
stricture, and its sides are transfixed with a threaded needle. 
These threads, used as retractors, bring the field of operation 
well into position and help to identify the urethra itself, which 
might otherwise be hopelessly lost. The staff is now partly 
withdrawn and the hook turned outward so as to engage in 
the upper angle of the incision, permitting the operator to 
look directly down upon the anterior surface of the stricture. 
The only guide to the opening in the stricture is the roof of 
the urethra, therefore the roof must be kept intact until the 
stricture is cut While keeping the field clean by gentle 
swabbing, careful search is mncle for the urethral opening, 
beginning between the two threads which mark the lateral 
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walls of the urethra aod following its roof uatil the cicatricial 
Structure is reached. After the opening has been found s 
grooved director is passed into the bladder and the knife 
paEsed along it, incising the stricture. Constricting bauds 
are cuL A probe gorget is then passed into the bladder 
through the perineal opening. All instruments, escept the 
gorget, are now withdrawn and a silver catheter is passed 
from the meatus along the groove of the gorget into the blad- 
der. When certain that the catheter is in the bladder, the 
gorget should be removed. The silver catheter should he 
tied in for three days and subsequently he passed, daily, until 
the perineal wound has healed hy granulation. A sound as 
large as the meatus will admit should be passed every fourth 
day for a montb aud then at longer intervals until there is 
no evidence of a tendency of the cuoal to contract 

What maybe done if the opening in tli« strictme ia notfinmd 
dnring perineal section ? 
The choice is l)etween three procedures : 

1. Cut directly back through the cicatricial tissue until the 
urethra is opened. This will probably cost the loss of con- 
aid erable urethra. 

2. Pasa a finger into the rectum and locate the membranous 
urethra between the anus and prostate. Having identified 
this portion of the canal, make an incision from the last 
rect^nizable part of the urethral roof downward until the 
membranous urethra is opened. 

3. Suprapubic cystotomy and retrograde catheterization. 
After the bladder has been opene<l a sound is passed from it 
through the urethra until the stricture is met. Upon the 
point of the sound, the urethra is readily opened, thus cutting 
the stricture. The after-treatment is important A perineal 
tube is introduced for drainage. The bladder should be 
flushed with boracic-acid solution daily hy way of the tube, 
or if cystitis ia present with a 1 : 8000 silver nitrate solution. 
When, on the fourth day, the tube is removed a full-sized 
sound should he introduced and a few drops of 1:5000 
nitrate of silver solution injected into the urethra. This is 
repeated every five days until the wound is healed. Whea 
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the swelling subsides the urine will traverse the natural 
chiinnel iaatead of passing by the wound iu the perineum. 

What accidents may follow perineal section 7 
Hemorrhage, spasm, and infection. 

What 18 the tieatmeat of hemoirhage following perineal 
section? 

Blood usuaily blocks the tube and fills the bladder with 
clots, which may cause spasm. Irrigation removes the clots. 
In rare cases iu which hemorrhage is eicessive and continuous, 
the wound should be packed. 

What is the treatment of spasm of the bladder following 
perineal section? 

Spasm is caused by distenlioD of the bladder by clots or 
from the irritation due to the pressure of the tube. Irriga- 
tion will relieve the spasm if due to clots ; if due to the 
presence of the tube, opium should be given until the bladder 
becomes tolerant. Catheterization may be substituted for the 
tube if necessary. 

What is the treatment of inActlon following perineal sec- 
tion? 
Diluents must be given freely. Urotropin in 5- to lO^rain 
doses, three times a day, is indicated to render the urine 
aseptic. The wound must be kept sut^cally clean, freely 
drained, and the bladder irrigated daily with a boracic-acid 
solution. The general strength should be increased by judi- 
cious stimulation, and properly cooked concentrated food 
given at regular intervals. 

What strictures require special treatment ? 

Irritable, resilient, and traumatic strictures, situated at the 
bu I bo-membranous junction should be treated by external 
urethrotomy. 

Strictures of lai^e caliber near the bill bo-mem bra nous 
junction are to be treated by gradual dilatation. When 
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Bituated in the peadulous region they should be treated by 
gradual dilatation. When old, fibrous, and noa-dilatable, by 
internal urethrotomy. 

Strictures at the meatus and in the neighborhood of the 
fossa navicuiaria should be divided along the floor of the 
urethra with a straight blunt-pointed bistoury, under cocun 
anesthesia. 

Strictures of small caliber in advance of the bulbo-mem- 
branous junction, unless seen early and found sof^ should be 
treated by internal urethrotomy with a dilating urethrotome. 

Strictures of small caliber, situated at the bul bo-membranous 
junction should be treated by gradual dilatation. 

Impassable strictures should be treated by perineal section. 

What fa nrinaiy fever ? 

Urinary fever (urethral fever or catheter fever) is an 
acute or chronic febrile movement preceded by a chill, and is 
caused by trauma to some part of the genito-uriuary tract 

A chill occurs atler instrumentation of the urethra or 
bladder (sounding, dilatation, urethrotomy, or cystoscopy), 
and a rise of temperature follows, accompanied by a diminu- 
tion or suppression of urina 

The fever disappears in a profuse perspiration and the 
kidneys begin to secrete freely a urine which contains abun- 
dant urates and sometimes albumin. 

The chronic form of urinary fever is a toxemia from the 
absorption of the vital products of pathogenic germs, espe- 
cially the bacillus coJi communis, through a solution of con- 
tinuity in the mucous membrane of the urinary trad, and 
usually chargeable to a dirty instrument I>ess frequently 
the source of the poisoning is pyogenic micro-organisms from 
a cystitis or pyelitis. It may also occur from the pus from 
an ulcer behind a stricture coming in contact with an abrasion 
made during instrumentation. It may begin with a chill and 
sharp fever, but it most often develojis slowly, the iirst symp- 
toms often being malaise and Intestinal disturbances. The 
graver symptoms are those of cystitis or pyelitis, which in- 
crease the toxemia. The disease is often a serious one, espe- 
cially in the aged. 
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What U the pngihylactic treatment of minaiy fever ? 

Perfect asepsis uf instrumente, urine, and the gen ito- urinary 
tract, and great care in manipulation uf the urethra in patieote 
having diseased kidueys or bladder. 

The urine should be rendered aseptic by the use of such 
drugs as urotropiu, salul, aud boraeic ucid. 

The genito-urinary tract should be prepared by injectioiia 
with boracic-acid solutiona. 

What is the active treatment of nrinarr fevw 7 

In acute cases the patient should be put to bed and given 
hot drinks, phenacetin, a saline cathartjc, and, when the chill 
is severe, morphin. In chronic cases the treatment is ad- 
dressed to the cause. For cystitis the bladder must have 
free drainage and irrigations. If the kidneys are not active, 
milk diet and large quantities of pure water should be given. 
Salol and urotropin are indicated. If the patient is aged, 
tunic doses of quiniu should be administered for a long period. 

"VfluLt is gtmorrheal rhetuiatiBm ? 

An inflammation of the synovial membrane of the joints, 
the result of gonococci or their toxins in the blood. 

Gonorrheal rheumatism has no etiologic kinship to or- 
dinary rheumatism. It is seen in about 4 per ceut, of all 
cases of specific urethritis. It is rare in women. 

If the exudation in the joint be serous or serofibrinous in 
character the gonococci alone are found, but if seropurulent, 
pyogenic microbes also are present The frequency of attacks 
in the joints is in this order ; knee, ankle, wrist, finger, elbow, 
shoulder, hip, jaw, metatarsal, sacro-iliac, sternoclavicular, 
chondrocostal, intervertebral, cryco-arytenoid. In about two- 
thirds of the cases more than one joint is involved. Nervous 
and fibrous tissues and mucous membranes are sometimes 
afiected. 

What an the forms of gtmorrheal rbetuiatism 7 

Acut« mono-articular, also called gonocele; acute poly* 
artJcular and unusual forms- 
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Wbat are the ^mptoms of acute mono-articnlar gontarlieal 
rheutnatiSQi ? 

It may begin with a chill, followed by slight fever, or with 
pain and impaired movement of a joint Effusion into the 
joint is soon apparent Rarely there is high fever with de- 
lirium, indicating a serious degree of septicemia. The symp- 
toms are mild in cases of serous effusion, severe where effusion 
is serofibrinous, aud most severe where it is seropurulent or 
purulent. 

The knee is most frequently affected. As the hydro- 
arthrosis increases the patella floats upon the effusion and 
rebounds suddenly if depressed and then released. The 
chief evidences of inflammation are now apparent — beat, 
redness, and swelling. Pain, which is likely to be worse at 
night, is dull and continuous, or throbbing and stabbing. 
The mono-articular form may remain subacute, the patient 
experiencing only slight immobility and tenderness of the 
joint This condition is liable to become chronic and result 
in changes in the synovial membrane and articular surfaces 
of the bones with possible deformity. 

Wliat are the sjrmptoms of acute polyarticular gonoirheal 
rheumatism 7 
It begins as does the mono- articular variety, a single joint 
being first affected. Then as each new joint is involved 
there is an exacerbation of fever. The severity and dura- 
tion of this form are in direct projiortion to the pus forma- 
tion. Any form of this disease may result in ankylosis of 
the joint 

Describe the unnsnal fbrms of gonorrheal rbeumatiBm. 

Gonorrheal inflammation of the bursie of the heel — the 
one iwneath the os calcis or the one in front of the lendo 
Achillis — is not uncommon. Inflammation of tendinous sheaths 
most frequently affects the extensor tendons of the baud, the 
dorsal flexors of the toes, and the flexor pollicis. 

The fascia in the palmar and the plantar regions may be 
attacked. 

The muscles, especially those of the neck, may also be 
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affected. GoQorrheal .rheumatism of the eye is important 
but rare. 

' Deaths from goaorrheal eudocarditis and myocarditis have 
been reported. 

How may the diagnosis of gonorrheal rhenmatism be made ? 
From the history or preseuce of gonorrhea ; the absence of 
sweating, which Is so constant in ordinary rheumatism ; laclt 
of diffused redness about the inflamed Joiut, and little con- 
stitutional disturbance. 

What is the treatment of gonorrheal rheumatism ? 

The patient should be put to bed if the joint involved is 
used in locomotion ; his diet regulated, and elimination, espe- 
cially through the intestines, promoted. Dover's powder 
should be given for pain, and lai^e doses of iodide of potas- 
sium to lessen infiammatory deposits. 

The general health should he maintained by tonics and 
appropriate food. Methylene- blue in 4-graia doses (in cap- 
sule form) may be given three times a day for its antiseptic 
effect 

Local treatment alone can control the fountain of poison 
which supplies the cause of the disease. Treatment for the 
cure of the inflamed urethra must be vigorous. 

During the acute stage the joint should be immobilized ; at 
the same time, hot fomentations, such as lead and opium, 
should he applied. 

After the acute stage has suicided counterirritation with 
compound tincture of iodin and the like is valuable. 

Chronic effusion into the joint may be treated by the 
Paquelin cautery, Ichthyol, blisters, pressure, massage, and 
hot and cold applicaliuns likewii^e hasten the disappearauce 
of the hydro-artbrosis. 

When suppuration has destroyed the synovial membrane 
of the joint resection may be desirable. 

What is rheumatic gonorrheal ophthalmia ? 

An unfortunate expression, as it is inaccurate and con- 
fusing. The term gonorrheal ophthalmia has so long been 
applied to gonorrheal conjunctivitis that its use suggests this 
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malady, and the affeotJonB of the deeper tissues of the eye 
may occur without the existeuce of aa arthritis. What is 
meant is a metastatic gouococcic iritis, choroiditis, or both 
(irido-choroiditis or uveitis). These conditious do not cause a 
gonorrheal cuujunctivitis, neither are they caused by it, except 
through a geueral destructive iutlHmmatiuu followiug perfora- 
tion of the cornea, in which cases they are simply a part of 
the resulting panophthalmitis. 

Cases of inflammation of Tenon's capsule and the tendinous 
muscular attachments of the eye have been observed in 
subjects who have at some time had a gonorrheal arthritis, 
but the dependence of the ocular couditiou upon gonococci 
infection baa not been clearly demonstrated as a pathologic 
entity. 

What are the symptoms of metastatic gonorrheal iiido- 
choroiditis? 

Involvement of the choroid prolmbly always results in a 
suppurative process. Fain and rapid impairment of vision to 
the point of blindness are the most urgent symptoms. 

A pinkish blush is at first noticed beneath the conjunctiva, 
with maximum intensity at the corneal limbus, which in- 
creases lo a deep red, the conjunctiva becoming intensely 
chemosed so as to protrude between the lids. 

If seen early ophthalmoscopic examination may show a 
characteristic focus of inflammation in the choroid, but usually 
when seen first there is a yellow reflex from the pupil and the 
fundus is invisible. 

As the ciliary body and iris become involved the pain 
becomes more intense, the aqueous turbid and later puruleut, 
the iris adherent, possibly slightly dilated, and the cornea 
cloudy, 

Aa the tissues break ilown perforation occurs, pain sub- 
sides, and healing by granulation takes place, resulting in a 
shrunken eye, at times with calcareous deposits in the choroid 
elements in later years. 

Tension is at first apt to be increased ; later, as the tissue 
breaks down, it becomes diminished. 

Meningitis may ensue from the purulent panophthalmitis. 

When the iris is primarily involved the course is not 
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Decessarily bo violent Paio ia marked, with increasiag peri- 
corneal injectioQ ; adhesioDs of the iria to the anterior capsule 
of the tens occur, resulting in fixation of the pupil, and 
irregularity or rigidity when later dilated under atropin. 

A cloudy deposit usually occurs on Descemet's memhrane, 
and frequently the exudate in the anterior chamber Uecomea 
purulent, resulting in hypopyon. Vision is early and pro- 
gressively impaired, depending at first upon disturbances of 
accommodation, and later upon the extent of exudate. If the 
inflammation is more than moderately severe the conjunctiva 
becomes chemosed and more or less mucopurulent secretion 
occurs ; this, however, seldom if ever contains gonococci. 

The increased tennon of the globe from iutra-ocular ex- 
travasation may develop a true secondary glaucoma. 

When not brought under control panophthalmitis develops 
by extension to the rest of the uveal tract. 

Wliat is the treatment of metastatic gonorrheal iritis 7 

When the iris is primarily involved, atropin (0.5 per cent, 
to 5 per cent. — with great circumspection in the stronger 
solutions) is to be used from three to six times in twenty-four 
hours until, if possible, complete mydriasis is produced, which 
should be persistently maintained; hot fomentations (not 
poultices) should be applied for five or ten minutes every 
hour, or, as comfort may demand, for a longer period at 
longer intervals; if there is any conjunctival secretion the 
surface should be flushed with a 2 to 3 per cent, boracic acid 
solution sufficiently oilen to maintain cleanliness ; if the in- 
flammation becomes intense and the iris does not respond to 
atropin, from 2 to 3 ounces of blood may he exiriicled from ' 
the temple by means (preferably) of wet cupping ; if pus forms 
in the anterior chaml>er it should not be evacuated unless 
the accumulation increases for upward of twenty-four hours, 
when free incision should be made across the cornea half-way 
(preferably) between the center and lower border, and the 
anterior chamber carefully flushed with 1:5000 mercuric 
cyanide solution. 

Opiates or other sedatives must be given frequently enough 
to maintain a degree of comfort compatible with the severity 
of the malady. Salicylates in large doees, 20 grains, every 
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two to four houra (if tolerated) undoubtedly exercise a bene- 
ficial influence in connection with supportive regimen, and 
a most active campaign must be carried on against tbe original 
cause. 

What is the treabnent of metastatic gonorrheal choroiditis? 

Involvement of the choroid usually signalizes a panoph- 
thalmitis resulting in loss of sight and a more or less shrunken 
eye. Undoubtedly some of these cases are mild enough to 
undergo resolution without rupture of the globe, and may 
remain quiescent indefinitely. Atropin, hot fomentations, 
and anodynes may carry aucli cases over to this condition. 

When the process is violent, the chemosis great, and a well- 
marked yellow reflex ia seen in the pupil, the condition 
should be treated as an alwceas on general aui^ical principles 
— a free crucial incision being made through the cornea, the 
entire contenls of the globe removed with a sharp curette 
(under general anesthesia), and the cavity cleansed and gently 
packed with gauze, the dressing being changed daily until 
cicatrization is complete. 

It is usually best to avoid enucleation in the active stage 
of the inflammation. Later it ia a question if these phthisical 
stumps should not be removed, on account of the danger of 
sympathetic involvement of the fellow eye. It is perhaps 
not best to do this in cases who are able lo remain more or 
less under surveillance, but among the laboring classes it is 
unquestionably best to rid the patient of a source of future 
trouble. 

What is gonorrheal coitJnnctiTitis ? 

Gonorrheal ophthalmia ; blennorrhea ophthalmica ; in the 
first few days of life it is generally designated aa ophthalmia 
neonatorum; an acute purulent inflammation of the conjunc- 
tiva due to inoculation with gonococci. 

What are the symptomB of gonorrheal conjunctivitis ? 

Irritation ot the lids with rapidly increasing congestion 
and hypersecretion of the ocular and palpebral conjunctiva, 
the Ktter aasuining a purulent character within twenty-four 
to thirty six hours, when chemosis develops, the lids becoming 
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BWoIleD, red, and somewhat indurated. Photophobia is marked 
ftnd compression of the lids results in' retention of coosiderable 
secretion, which produces a tendency to maceration of the 
cornea, in which cases ulceration is probable, with perforation, 
prolapse of iris, and panophthalmitis. 

During the first twenty-four hours a microscopic esamiua- 
tion may be necessary to diSerentiate from acute epidemic 
coDJuuctivitiB. Au acute conjunctivitis should be assumed to 
be gonorrheal whenever it occurs in an individual having a 
gonorrheal inflammation elsewhere. 

Wbat is the treatment of gonoirlieal coitjtmctiTitis t 

Prophylactic and remedial. 

Prophylactic : Any individual with an acute or chronic 
gonorrhea should he emphatically warued of the danger of 
contamination, not only as to himself, but others. lofectioo 
can be prevented almost certainly if immediately after con- 
tamination (known or supposed) the coujunctiva is thoroughly 
flushed with a sterile warm salt (0.6 per cent) or boracic- 
acid (2 per cent.) solution, to be followed by an application 
or instillation of 20 per cent, argyrol or 1 per cent, silver 
nitrate solution, the flushing to be repeated at intervals of 
three hours during the first day and three times on the second 
day. A 10 per cent, solution of argyrol may be used once or 
twice more on the first day and twice on the second. The 
silver nitrate should not l>e repeated until the second day. 
It has the greatest disadvantage over argyrol of being less 
germici<lal in tolerable concentration, and of being so irritating 
as to he capable of setting up a catarrhal inflammation of 
its own and requiring much more skilful and judicious 
management. Gonorrheal conjunctivitis in the newborn is 
responsible for about 25 per cent, of all cases of blindness, 
and yet' it is almost as preventable aa and much more curable 
than the same disease in older persons. Aside from the care 
and sui^ical cleanliness in connection with the parturient 
mother the physician who neglecis to take the simple and 
effective precautions against this difease in connection with 
the infant assumes a grave responsibility. 

The evelids of the baby should be carefully cleansed with 
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Bterile cottoo soaked io sterile boracic acid or normal salt 
solution before it is bathed, and a 20 per cent, sulution of 
ai^yrol can be used with impunity. Experience seems to 
have demonstrated that this is quite aa efficacious as Crede's 
metho<l of employing a 2 per cent, silver nitrate solution, which 
was o'j>en to the objection that it usually set up a mild catar- 
rhal conjunctivitis. 

If either the mother or lather is known to have an active 
gonorrhea the cleansing and argyrol (10 per cent) should 
be continued three times a day for two days, and once a day 
for three days mure. The disease usually develops on the 
third or fourth day. 

Remedial ; The disease having become established, rigid 
cleanlinesa is the most important feature of the treatment, and 
it matters comparatively little what solution is used for the 
purpose HO that it be not irritating — boric acid, 2 per cent, ; 
sodium chloride, 0.6 per cent. ; mercuric chloride, 1 ; 10,000 
or 1:5000; mercuric cyanide, 1:5000; potassium perman- 
ganate, 1 : 2000, or weak io<lin or chlorin water — the cleans- 
ing to be sufficiently constant to maintain the surface free 
from pus. 

Except iu very debilitated subjects, or when the nutrition 
of the cornea shows signs of impairment by a dull gray cen- 
tral cloudiness (in which case hot fomentations are indicated, 
five minutes every two hours), iced compresses should be 
applied constantly for forty-eight hours, al^r which an inter- 
mission of an hour once in six hours is advisable ; a 30 per 
cent solution of argyrol should be instilled, or, if possible 
without touching the cornea, brushed with a cott«n applicator 
into the palpebral conjunctiva for the first day, allowing it to 
remain without washing olf, three times a day and once a 
day thereafter, sup])lementing it by a 10 per cent solution 
twice a day. In all but the mildest cases just a sufficient 
amount of atropin should be used to maintain mydriasis, 
unless the corneal tissue becomes invaded, when it should be 
pushed more actively, or in some cases where peripheral per- 
foration is threatened, eserine (0.2 to 0.5 per cent solution) is 
to be substituted guardedly. Immediately upon the occur- 
rence of the slightest erosion or ulceration of the corneal sur- 
face the eye should be cocainised and pure tincture of iodine 
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applied with care that it does not run over the rest of the 
aur&ce. Thia may be repeated two or three times a day. 
As a final resort, if the ulcer shows no indication of yield- 
ing, the galvanocautery should be employed under general 
anesthesia. 

When induration aud compression of the lids are extreme 
a free canthotomy should be done ; it relieves tension and 
heals quickly, but should be carefully dressed with some 
protective powder (seroform, dermatol, etc). 

Sterile cold cream (unguentum aquie rosse) on the edges 
of the lids facilitates exit of secretion and helps to prevent 
excoriation, but should not be used unless necessary, as it 
interferes with delicacy and accuracy of manipulation, the 
most important feature of the treatment next to cleanliness. 
Anodynes and supportive treatment may be indicated in some 
cases. The room should not be darkened nor brightly lighted, 
but the patient should not face what direct light there is. 
Constipation is to be avoided, but none of the infectious 
material is removed by purgation. The value of a micro- 
scopic examination for differential <]iagnosis should be kept 
in mind, as proper treatment bears a close relation to the 
nature of infection. 

What are tlie general symptoms of gonorrliea in tbe female 7 
The evidence of the microscope aside, they correspond 
early to simple inflammation of the mucous membranes. 
The discharge is at first transparent and mucus, then muco- 
purulent, and finally purulent. 

When derived from the vagina, it is acid, creamy, aud 
readily removed from the surface ; when from the cavity of 
the cervix, unmixed with vaginal secretion, it is alkaline, 
nearly transparent and tenacious, like the white of an egg. 

Describe gonorrheal nrethritis in women. 

When the uretlira is the seat of the infection a drop or more 
of pus can be milked from it by the examining finger ; the 
meatus will be seen pouting, and complaint is made of ardor 
urinse and frequent urination. Bladder involvement occurs, 
if at all, early, much sooner than in the male, owing to the 
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shortness of the urinary caual. The iaflammation is like 
that of the male urethra. 

Wliat is tlie Ueatment of goaorrheal niethritis in tlie 
female? 
NeutralizatioD of the uriue, as advised in gonorrhea in the 

male, and painstakiog clean lioesii. High injections by means 
of the irrigation method and the several urethral injections 
cau lie given in the female as readily as iu the male, iodica- 
tions for their use being practically the same. 

What may complicate m'ethritis in the female ? 

Inflammation of Skene's glands, the peri-urethral glands, 
para-nrethral glands, the bladder, ureters, the pelvis of the 
kidney, and finally the kidney substance. 

Describe inflanunation of Skene's glands. 

Inflammation of these glands, which open behind the ure- 
thral orifice, is likely to be overlooked, unless it is so aetive 
that the meatus becomes everted so as to show the openings of 
the ducts, which look like little ulcers, each seated on a deep 
red papule. If the swelling is sufficient to evert them, there 
is great pain during urination, sitting, or atlempts at coitus. 

Treatment consists of slitting, cleaning, cauterizing with 
carbolic acid, and packing the cavity until it heals by gran- 
ulation from the bottom. 

Describe inflammation of the peri-nrethral glands. 

These small glands, which are located in the anterior half 
inch of the urethra, appear, when inflamed, as pinhead eleva- 
tions, perhaps half a dozen in number. They should be 
opened and cleansed. Healing from the bottom should be 
encouraged by antiseptic applications. 

Desciihe inflammation of the para-nrethral glands. 

These follicles, which are located in the vestibule, appear, 
when inflameil, as red papilli, which yield a thin pus under 
pressure. The possibility of fistulse being formed from ab- 
scess of these glands gives them importance. 

They should be slit freely and the incision packed to force 
'ing from the bottom. 
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Hay the nrinary tract become involTed from the gonorrheal 
process in the female genital tract ? 
Yes ; but it is a rare complication. (See Cystltia and Pye- 
litis in the Male.) 

May the os nteri he the seat of gonorrheal infection ? 

Yes ; but as compared with gonorrheal uretliritis in the 
female it is infrequent. Its importance depends principally 
upon the liability of the inflammation through continuity of 
mucous surface to involve the uterus and tubes. 

What are the symptoms of gonorrhea of the os nteri 7 

In the majority of cases subjective symptoms are slight and 
the surface of the 09 is red and swollen and exhibits a muco- 
purulent secretion. In the severe cases there is complaint of 
radiating pains over the abdomen, lumbar region, and thighs. 
Fever is frequently present. Erosions may be seen around 
the as, or a ring of acutely red mucous membrane pimpled 
over with enlarged muciferous glands may be present. 

What is the treatment of gonorrhea of the os uteri ? 

If the VBgioa is not involved the cervix should be exposed 
by si>eculum, and the os and vagina well cleansed with a 
mild antiseptic solution. 

The OS should be gently stretched by a dilator and the 
secretion removed. Compound tincture of iodin, nitrate of 
silver stick, or pure carbolic acid may he used in the uterine 
neck. A tampon moistened with glycerite of tannin is then 
applied and left over night The tampon should be renewefl 
every day, and cartjolic acid or silver applications made 
every fourth day, and recovery finally induced by antiseptic 
applications. These measures rwely cure a gonorrheal infec- 
tion of the OS. Even curetting often ftula and hysterectomy 
may end the treatment. 

What are the symptoms of gonorrheal endometritis 7 

In the case of average severity there may lie fever, nausea, 
and vomiting, and a sensation of heat and bearing-down pain 
in the pelvis which radiates to the back. The uterus ia 
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Bwolleu aad acutely tender. There is a free leueorrhea, which 
is more or less purulent and oflen tinged with blood. 

What is the treatment of gonoirlieal endometritis 7 

Gonorrheal endometritis, or gonorrhea of the os uteri, em- 
phatically classifies the sufferer as a "hospital patient," as 
the disease here located demnuds the most skilful manage- 
ment. The OS must he dilated and then the mucous mem- 
brane must either be curetted, or to it must be applied quite 
Btrong caustic solutions (chloride of zinc, Lugol'a solution, etc.). 
Cure of this disease, short of aui^ical intervention, often foils. 

What is gonorrlieal vulvitia 7 

The involvement of the nincous membrane of the vulva, 
usually from contact with the secretion from the parts above, 

Jt may occur primarily, 

Wliat are the symptoms of gonorrheal mlTitia 7 

Burning and itching at the vulva are first noticed. Upon 
examination the external genitals are seen to be swollen, red, 
and moist. The amount of secretion increases and is bood 
purulent, fuu I -smelling, and tinged yellow or green. The 
vj^nal entrance is closed, and the mucous membrane shows 
excoriated spots. Urination is difficult because of the tume- 
factiou at the meatus, and contact of the urine with the 
eroded spots is painful in the extreme. 

The anus may become involved by the secretion flowing 
backward over the perineum. Such a condition should be 
avoided by cleanliness. Sexual desire may be increased, but 
gratification is barred. Vulvitis is the most severe form of 
gonorrhea. In young girls it is usually gonorrheal. 

What is the treatment of gonorrheal Tnlvitis 7 

To remove mucus and sebum use water containing soda. 
The parts should be cleansed three times a day with a solu- 
tion of boracic acid, 2 drams to the pint The lotion la 
warmed and dropped from a sponge on to the labia. The lips 
should then be dried by a soft absorbent cloth laid i^aioBt 
them, but not rubbed. A thin compress of sterile gauze im- 
pregnated with pulverized acetanilid or atearate of zinc is then 
placed between the mucous surfaces to prevent friction. 
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In severe cases the patient must lie with hips elevated and 
be given hot hip-batha every four hours. 

Hot applications of lead and opium solution may be used. 
When the swelling subsides, if excoriations remaiu they should 
be touched with a 20 grain to the ounce solution of nitrate 
of silver, followed by a drying powder on a gauze dressing. 

What ate the complications of gonorrlieal vulvitis 7 

Bubo, vulvovaginal abscess, and vegetations. (See Bubo 
in the Male.) 

What ifl vnlvovaginal abscess ? 

Suppuration in a gland of Bartholiu. These glands are 
situat^ upon either aide of the vaginal entrance. If the 
gland is not entirely destroyed in the first attack the suppura- 
tion is likely to recur. Gonorrheal abscess of one of these 
glands may occur without a v^initis, and inflammatiou may 
occur in the duct without involvement of the gland. Gono- 
cocci are often found in this situation months after a clap is 
cured and may reinfect the vagina. 

What ate the symptoms of vulvovaBinal abscess 7 

There is hent, swelling, redness, and tenderness over the 
seat of the affected gland and a pyriform swelling beside the 
vaginal inlet. This condition may be confused with hernia, 
but a careful manipulation soon shows thiit the canal ia not 
involved. The tumid gland can be outlined between the 
thumb externally and a finger in the vagina. A drop of pus 
can usually be forced out of the mouth of the duct, and in 
chronic cases g>erhapa a teasjioonful or more may be cxpresseil. 

What is the treatment of vulvovaginal abscess 7 

If seen early, cold applications, such as a condom filled 
with ice, should be used in hope of alwrting the abscess. If 
the swelling increases during twenty-four hours of such appli- 
cations, change should be made to hot poultices to hasten sup- 
puration. When fluctuation is evident make an incision 
through the raucous membrane at the dependent point. This 
incision raust be free enough to allow packing of the cavity, 
ss recovery depends upon healing from the bottom, 
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What ia gonorrheal -vagimtis ? 

Inflammation of the vagina due to gODoeocci. A primary 
gonorrheal affection of the vagina U rare as compared with 
gouorrhea of the urethra or oa uteri, but it ie secoodarily 
infected. 

What are the symptoms of gonorrheal vagimtis ? 

The vaginal mucous meml)rane becomea hot, dry, red, 
tumid, and tender. During the Becoud day there appears a 
discharge which is at first mucus, but rapidly becomes puru- 
lent and offensive and may be streaked with blood. Urina- 
tion becomes frequent, there is dull pain in the bypogastrium, 
and discomfort in the rectum. The discharge corrodes the 
epitheiium about the vuiva. 

What is the treatment of gonorrheal vagimtis ? 

Rest in bed, low diet, cathartics, and sitz baths. The 
danger of upward extension should always be borne in mind. 
Scrupulous cleanliness is essential. Copious irrigations with 
hot water should be given as soon as the parts will allow 
manipulation. 

A^er the acute symptoms have subsided, douche night and 
morning with one of the following astringents : acetate of 
lea<], sulphate of zinc or alum, 1 teaspoonful to the pint of 
water; acetate of zinc or tannic acid, 2 teaspooufuls to the 
pint of water. 

As early as the patient will l)ear it a speculum should he 
intniduced, denuded spots touched with a 10 per cent, solu- 
tion of nitrate of silver, and the vagina gently packed with 
gauze previously rolled in glycerile of tannin. If ulcerations 
persist the spots should be touched with carbolic acid and 
the vagina tamponed with gauze impregnated with iodoform 
or with simple gauze. 

If the vagina ia ti«> sensitive to bear such a tampon, use 
one of the following suppositories : 

B Ex(. opii, gr. iij ; 

Apid. tannic., gr. iij ; 

01. theobrom., q. n. 

' M. ft. Slip. Nil, lii. 

Sig. — Insert one at bedtime. 
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B Pulr. aluminig, 

Cerat. plumbi subacetal., aa siij. 

M. ft. sup. No. xii. 
Sig.^Insen oae at bedtime. 

Describe vegetations occuiring in connectiim vith Konorrhea 
in the female. 
Vegetatioiia or warty growths located about the genitals of 
the female are highly irritating and occur ae the result of a 
secretion — usually gonorrheal— flowing from the vagina and 
coming io contact with the vulva, thighs, or perineum. They 
are frequently found ahout the fourchet and the mai^n of 
the anus, and are very common in women suflering from 
chronic gonorrhea. They may be of any shape or size, dry 
or moist They may disappear in a week or so, leaving uo 

What is the treatment ot vegetations occurring in connectioa 
with gonorrhea in the female ? 
If small they can be snipped ofi' with scissors and the stump 
touched with fuming nitric acid, followed with a dry dressing. 
If large the parts must be cocainized and the growth shaved 
level with the surrounding surface, touched with pure carbolic 
acid, and dressed dry. 

What forms of inflammation occur upon the genitals of girl 
babies 7 
Catarrhal vulvitis, which usually depends upon seat-worms, 
but may be produced by irritating urine, feces, filth, or dis- 
charges incident to the exanthemata. This inflammation is 
usually confined to the vulva. 

What are the symptoms of catarrhal vnlvitis in the gul 
baby? 
Heat, swelling, redness, pain, and itching; there may be 
ulcerations or excoriations which are extremely painful. 

What is the tareatment of catarrhal vulvitis in the girl 
baby 7 

Seatworms, if present, should be removed. The parts 
should be frequently cleansed by dropping boracic-acid solu- 
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tion upon them. Astringeut dusting-powders, Euch as bis> 
mutli and oxide of zinc, should be used after drying the 
parla. The inflamed area must be kept surgically clean and 
the lips seiiarated by the int«r position of surgeoo's gauze. 

What are tlie STmptoms of gonorrheal Tulvovagiiiitis in the 
child? 

Great swelling and intense hyperemia of the rancoua mem- 
brane of the vagina and vnWa, which bleeds when touched. 
There is soon a free discharge of pus, which may lie blood- 
stained, and there are jirononnced ardor unnx and high fever. 
The disease always begius sharply and is attended with severe 
Buffering. 

What is the treatment of vulTovaginitia in the child ? 

First, the eyes should he guanled against infection. Milk 
diet, laxatives, and hot baths should be prescribed. Three 
or four times daily a slerilized, soft-rubber catheter should be 
inBert«d into tJie cavity of the vagina, and there should be 
gently injected a 1 : 10,000 hot solution of bichlorid of mer- 
cury, or a 1 per cent, solution of carbolic acid, or boracic 
acid solution, 10 grains to the ounce of water. After irriga- 
tion the vulva should be dried with a soft absorbent gauze 
laid upon the )>art8 and dusting-powders applied. The lips 
should be gently separated and soft gauze placed between 
them. When the inflammation begins tosul>side, an astringent 
may be added. If the urethra is involved, small dof«s of 
salol should he given by the mouth. (See Treatment for 
Gonorrhea in the Male.) 
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SYPHILIS. 
What is syphilia ? 

Syphilis may be defiueil as a contagious, systemic, eruptive 
disease acquired by iuoculutiou or liereditary transniissiou. 

Byphilis first appeared in the army of Charlea VIII., 
14!:t4-95, after the siege of Naples. 

Is syphilis a genu disease 7 

The epirocbeta pallida, discovered in May, l'J05, by Hchau- 
diDD and HotlmaD, has been tuuud in all the lesiuns uf early 
syphilis and in a lew tertiary manifestations : in the bluod, 
before the admiuistratiou of mercury ; in albuminous urine, 
and once in the glands of the apparently healthy mother of a 
syphilitic child. Such evidence justifies the claim that the 
spirocheta pallida is either tlie real cause of syphilis or an 
important phase in the life cycle of some micro-organism that 
is the cause. 
Describe the spirocheta pallida. 

Four to ten mikra iu length, average length seven mikni, 
its breadth about 0.25 mikron. The spirals number six to 
fourteen, are abrupt, narrow, regular, and deei>. It has 
pointed ends, prepresses by rutatiuu uimu its lung asis, and 
when at rest shows undulatory movements in its whole length, 
suggestive of the play of a vibmtile inemhraue. 

How is the presence of the spirocheta determined ? 

The classic method of preparing anil staining is Schaudinn 
and Hoffman's mudification of Giemsa, as follows: 

1. Obtain the specimen by scrntching the surfiu« of the 
lesion (chancre mucous patch) ; after having washed it thor- 
oughly clean of all contiiminutiou — the admixture of a trace 
of blood does no harm. Bpread the secretion thus obtained as 
thin as possible ; dry without heating ; harden for fifteen min- 
utes in absolute alcohol. 

2. Employing the Giemsa stain, diluteil by adding about 
1 drop to 1 cc, of water (to which 1 to 10 drops of 1 : 1000 
calcium carbonate has ]>een previously added — this is advan- 
tageous, but not essential). 
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3. Immediately spread the diluted stain on the specimen 
and let it stand one hour! 

4 Wash freely in water, dry without heating, and mount. 

The best stain for tissue specimens is Levaditi's modification 
of the Itaymon y (Jajal silver stain : 

1. Sections are cut 1 mm. thiuk and hardened in 10 per 
cenL formalin for twenlj tour hours 

2. Wash and harden in 96 i>er cent alcohol twenty-four 
hours. 

3. Wasli a few momenta m water until they sink, 

4. Impregnate with silver bj soaking lor three (to five) 
days in a 1 J (to J) per cent solution of silver nitrate at 
a temperature of 38° C. 

5. Wash rapidly in water and pliice for twenty-four (to 
forty-eight) hours at the room temperature in the following : 



Aq. destill., 100 c.c. 

6. Wash, dehydrate in absolute alcohol, and mount in 
paraffin. 

7. Cut seetious no thicker than 5 /i. 

8. Btain either with (a) Giemsa, for a few minutes; wash 
in water, differentiate in alcohol containing a few drope of oil 
of cloves, clarify in xylol, and mount in balsam ; or (6) con- 
centrated tohiidtn-blue solution, differentiate in alcohol con- 
taining a few dro[>s of Uiina's ether-glycerin mixture, xylol, 
balsam. 

How is syphilis communicated ? 

The virus of syphilis must enter the circulation through a 
solution of continuity. Examples: a friction sore, a tear, a 
scratch, or an excoriation from confined smegma. The virus 
may enter through an herpetic eruption or through moist 
warts. Balanitis, urethritis, and concealed chancroid may 
obscure the implanted chancre. 

Wliat are the sotircea of syphilitic contagios 7 

The chancre is res|ionsible for the largest number of infec- 
tions, and afUr it they occur, as to frequency, in this order ; 
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the secretions from Lhe secondary lesions — raucous patches, 
condylomata — the blood and lymph. The tears and milk, 
saliva, sweat, and urine are innocuous, if not contamioaled 
by admixture of blood or secretionii from secondary lesions. 
The semen ie innocuous, except that it transmits syphilis to 
the ovum it impregnates, and the mother may acquire it 
through the placental circulation. 

Wliat are the modes of contf^on ? 

Direct and mediate. In direct contagion the disease is 
communicated during the sexual act or the result of UDoatural 
methods of passionate embrace. Syphilis may also be con- 
tracted directly, independent of the sexual act, by kissing, 
biting, breast drawing, and during examinations. A nursing 
iu&nt may contract chancre from the nipple of a syphilitic 
nurse, or lhe nurse may lie infected from a mucous patch in 
the mouth of a syphilitic baby. 

In mediate contagion the virus is communicated through 
some object other than a [>ersou, as in the mutual use of 
household utensils, or through aursiug-bottlcfi, diapers, bed- 
clothing, towels, etc 

Vliat is Bsrphills insontlmn ? 

Syphilis acquired innocently, by mediate infection, there- 
fore not of venereal origin, a fact to be demonstrated in 
medico- legal cases. 

How many fotms of ^pMIis are there ? 
Two, acquired and hereditary. 

What is acquired syphilis 7 

Syphilis commuuicated by direct or mediate contact. 
What is the prognosis of sjrphilis ? 

An accurate time limit for the cure of syphilis cannot he 
determined clinically ; it is known that some patients fail to 
show symptoms of syphilis after six or eight months* trea1> 
ment, marry within a year or two, and beget healthy chil- 
dren ; while others (fortunately in the minority) l>ear the 
stigma of tlie disease, in spite of the moat painstaking and 
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acientific treatment, until their life is ended in a etruggle with 
one of the paratyphi] ides. 

Blay syphilis be acquired more than once ? 

Oue attack practically confers immunity for life. 
Wliat are tlie stages of syphilis ? 

For cHuical descriptiou syphilis is divided into four stages: 
the prinmry, secondary, tertiary, and the stage of the para- 
syphi tides. 

What is the period of primary incnbatian ? 

The primary incubation period covers the time from the 
entraiiee of the infecting virus to the evolution of the chancre. 

There are no symptoms characteristic of the primary inou- 
hatiou. The average duration of this period is tweuty-one 
days ; the shortest period, ten days ; the longest, ninety. 

Describe the period of secondary incubation. 

The secondary incubation period is the time which elapses 
between the appearance of the chancre and the eruption. 
This period hiis an average duration of forty days. The 
shortest |>eriud is fourteeu days ; the longest, five mouths. 

How much time may elapse between isocnlatian and chancre 
and eruption ? 

In the average case chancre occurs twenty-one days after 
successful inoculation, and the eruption forty days after the 
chancre. However, as the sliortest period admitted for the 
primary incubation is ten days, aud for that of the secondary 
incubation fourteen days, the eruption may appear as early 
as the twenty -fourth day trom inoculation. On the other 
hand, remembering that the longest period admitted for the 
primary incubation is ninety days, and that lor the secondary 
incubation five months, the eruption may not appear until 
eight months after inoculation. It must be remembered that 
these estimates illustrate the extreme limits. 

What is the primary stags ? 

The time between tbe appearance of tlie chancre and the 
first general eruption, which indicates that the blood is Satu- 
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rated with the virus. The average duration is forty days. 
It may be as short as fourteen days or as loog as five months. 

Wliat an the symptoms of the primarr stage 7 

The initial lesion and the eolargeroent of the lymphatic 
glan<l8 immediately connected with the point of inoculation. 
Toward the close of this period the glands remotely situated 
from the local sore become involved, and there is pain, espe- 
cially at night, in the long bones, periosteum, cranium, joints, 
and muscles. These symptoms appear before the general 
eruption. Such occasional prodromata as jaundice and albu- 
minuria may also appear about this time. 

What is the secondaiy stage ? 

The secondary stage begins with the eruption and mucous 
patches and continues for from six months to two years, the 
average time beiug eighteen months, its duratitm depending 
upon the susceptibility of the patient and his respoosiveness 
to treatment. 

What are the important symptoms of the secondary stage ? 
Eruptions of the sklu aud inflammations of the mucous 
membrane. Fever always ushers in the first eruptiou, but 
in many iustancea may be so slight as to be overlooked. 

What is the tertiary stage 1 

This stage appears after a varying period of latency, and is 
characterized by lesions of syphilis which are localize".) and 
destructive of tissue. They consist of relatively diffuse infil- 
trations, terminating in the production of masses of scar-tissue 
or of relative masses (gumraata) tending to central caseation. 
They show little tendency to heal spontaneously, but spread 
to the surrounding tissue, advancing in a circular or circinate 
way and destroying tissue. 

The tertiary stage under present-day treatment may never 
appear. When tertiary lesions appear, tliey are seen oftcnest 
in the third year of the disease, but may he present as late as 
the fiftieth year. Tertiary lesions may, in a general way, 
he separated into four classes, in the following proportions: 
Lesions of the skin and subcutaneous tissue, lesions of the 
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akin, 31 per cent (544 casea) ; lesions of the nervous syHtem, 
31 per cent (598 cases) ; lesions of the viscera and mucous 
menibranes, 17 per cent (308 cases). (Keyes.) 

Lesions of the nervous syBtem are proportionately little 
more and lesions of the skiu little less frequent after the tenth 
year of the disease than before thia, while the proportion of 
bone lewoufl remains about the same throughout 

What are tlie parasypliilides 7 

Conditious which, without being pathologically syphilitic, 
are clinically due to that disease. Eczematous-looking nails, 
apparently due to syphilis, ami yet persisting after the truly 
syphilitic lesions bad been cured, is an example. 

Arteriosclerosis, certain eases of epilepsy, glycosuria, etc., 
tabes dorsalis, paresis. Erb's spastic spinal paralysis, are all 
typical examples, and, lastly, defects of development imparted 
by hereditary and, to a less degree, by infantile syphilis, 
should l)e mentioned. 

What is chancre ? 

The initial lesion of syphilis, also called the infecting sore, 
the indurated Hiinterian chancre, the primary sclerosis, the 
initial neoplasm, or the primary syphilitic ulcer. 

It is the first outward manifestation of a successful syphili- 
zation and always appears at the point of inoculation. 

How inaD7 chancres may occur at one inoculation ? 

Usually liut one, although there may l)e more, infection 
having occurred ahni'ttaiieoug/y at several points. 

Where are chancres located 7 

Usunlly upon the genitals, when they are called genital 
cliancres." Tliey may also o<«nr on the lips, tongue, tonsils, 
and eyelids or tlie nmjunctiva, the ear, neck, fingers, pubes, 
belly, breasts, arms, asilla, lietween the nates, within the 
rectum, on tlie scrotum, and elsewhere. These are spoken of 
as extragenital chancres. 

What is the sisniflcance of a sin^ sore on the glass penis 7 
If a single sore irritated by heat, friction, and moisture 



from the prepucial covering aud which has not received special 
treatment, remains discrete, chancre eliould be Buapected. 

How nuuiy foiniB may duuicre assume 7 

Six : the eroeion ; the dry papule or patch ; the nmbilicated 
papule, nodule, or follicular chancre ; the purple necrotic 
nodule ; the silver spot ; and the ecthymatous form. 

Beginning in any one of these forms, the chancre ordinarily 
becomes a superficial erosion with purplish lialo, sloping 
smooth red floor, and serous secretion. After a few days a 
drcumscribed base of induration is added. The more fre- 
quent modifications of the six types of chancre are : ulcus 
elevatum ; multiple herpetiform ; parchment ; annular ; in- 
durated nodule ; chancre with cream-green colored membrane ; 
and infecting balauoposthitis. 

Describe the erosion. 

This variety of chancre is by &r the most common. It 
begins as a small definitely rounded excoriated spot, which 
loolts as if the horny layer of the epithelium had been re- 
moved. So superficial is it at first that it seems level with the 
surface on which it occurs. Subsequently it acquires an 
indurated base. This form of chancre is most frequently 
found on the inner layer of the prepuce. The shai>e of this 
lesion is generally circular or ovoid. Its floor is but slightly, 
if at all, excavated. The surface is smooth, polished, deep 
dull-red, often coppery color, with parchment-like induration, 
and is usually destitute of granulations. Velvety granula- 
tions may be present, from which a serous fluid oozes upon 
squeezing. The lesion at limes l»ecotnes saucer-shaped. This 
chancre is usually solitary, but there may be a dozen or 
more. It is then called multiple herpetiform chancre. When 
there is considerable cell growth beneath this lesion, it be- 
comes elevated above the surrounding tissue and is theu 
called the ulcus elevatum. 

Describe dry papule or patch. 

This chancre is moat often found upon the glans or prepuce 
(when retracted) and, as a rule, is single. It is also found 
Upon the integument of the penis, on the thighs or pubes. It 
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begins as a dull-red apot, develops slowly and, as ita name 
indicates, remains dry. A modification of this lesion is one 
slightly salient, not indurnt«il, but sharply defined, feeling 
like wet chftmois skio, under pressure. 

Describe tlie nmbilicated papule, nodule, or ibllicular cbancre. 
This variety ia rare. It begins aa a small pinkish nmbili- 
cated elevation, which grows and aeaumes the form and ap- 
pearance of a molluBCum sebaceum. It is firmly indurated, 
sharply circumscribed, and deeply concave, with a smooth 
surface that is deeply red. 

Describe the purple necrotic nodule. 

This nodule is rare. It occurs only under the foreskin, on 

the glans, or in the coronal sulcus. It begins as a red spot 
aud becomes markedly convex ; is firra and dense and wheu 
fully developed is a purplish papule with a glossy surface 
alM>ut the size of a Bplit pea. 

Describe tlie silver spot. 

This ia a very rare lesion. Its favorite location is the 
glans or the meatus, where it has the appearance of a spot 
touched with nitrate of silver. It is less than a line in 
diameter. It increases slowly aud is finally replaced by a 
smooth shining surfiiee. 

Describe tbe ectbymatons chancre. 

It ia the brownish-black or greenish-brown crust^eovered 
chancre which develo)>s from a dry papule or from au erosion, 
or the ulcus elevntum, on a cutaneous surface, the result of 
local irritation with pus tbrmation. The dirty crust forms 
slowly from an ulcerating base. It never begins as a pustule. 

Describe ulcus elevatum. 

This chancre, a modification of the erosion, depends upon 
the sharply limited area Ijeneath the lesion becoming the seat 
of cell growth, which elevates it several lines above the sur- 
rounding surface. 
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Describe multipte herpetdfonn cboncre. 

This lesion, a variety of the erosion, is frequently mistaken 
for herpetic vesicles, which it closely resembles. Differentia- 
tion depends upon the following points: the chancres are 
small, discrete, shining, rounded escoriations of a deep-red 
or raw-ham hue, do not itch nor burn, and run a chronic 
course, accompanied by induration of the inguinal glands. 
After remaining several weeks in the her|>etic form they may 
coalesce. 

HeriKis, which is most likely to be mistaken for this variety, 
has a bright-red color, a vesicular surface at first, acuto in- 
flammatory course, with heat, itcbiug, and burning, and, 
usually, a history of previous attacks. Herpes subsides 
rapidly under astringents and protection. 

Describe parchment-like chancre. 

As an eroeion grows older its surface rises above the sur- 
rounding integument perhaps a third of a line. It acquires 
an indurated disk-like base. This form is found on the 
integument of the penis and vulva. 

Describe the annnlar chancre. 

This name is applied to the ring-like primary lesion, the 
center of which is thickened and infiltrated. It is found on 
the internal surface of the prepuce, sometimes on the glans or 
upon the integument 

Deuribe the indurated nodnle ot mass. 

A lesion formed by the slow accumulation of syphilitic 
cells from proliferation of one of the above-deseribed forms 
of the initial lesion. This variety may exist as a sharply 
limited lump under the skin, complicated by edema. In the 
male it is most likely to appear in the sulcus or upon the 
meatus. 
Describe chancre with cream- and green-colored membrane. 

A condition in which the lesion develops a false membrane 
covering its central part, having a mixture of cream and 
light-green colors. This coat is not shed, but its color becomes 
darker. 
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What is infecting balanopostUtis 7 

A deveiopmentof the initial lesioD id a diffused infiltration 
of the mucous layer of the prepuce and glans. It usually 
begins aa an erosion and extends itself The prepuce Ite- 
comes thickened until more or less of ils extent is involved ^ 
in patches, the color remaining normal. Upon palpation a 
mild, not well circumscribed, resistance is felt The lesion' 
coneists of a combination of cell inliltratioD and hard edema. 

What is nrethial cliancre ? 

One occurring within the urethra. The symptoms of con- 
cealed chanirre are usually a discharge generally thin, otten 
bluudy, coming on long afLer suspicious connection ; a painful 
spot in the urethra, which produces cbordee and a lump which 
cat! I)e felt. In some cases a discharge similar to gonorrhea 
is the only evidence. The end(is<'ope will reveal a suspicious 
looking ulcer, and a characteristic hy)>erplaaiaof the inguinal 
glands may well create suspicion as to its nature. This form 
of chancre is most often located just within the meatus. 

What are the characteristics of chancre of the lip ? 

labial chancre is common and may or may liot i>e inflam- 
matory. When it liegins as a. small excoriation or fissure, 
runs an ephemeral course without induration, and disappears 
in a week or ten days, it is mistaken for a cold sore. When 
it develops and becomes circular in outline and well raised 
above the surrounding tissue, it l>ecomes iutlammatory and 
may I)e mislalieu for labial epithelioma. 

Chancre is followed in about ten days by engorgement of 
the submaxillary glands. Labial epithelioma is painful, 
ragged, and yields an offensive discharge, is not followed 
within a mouth by enlargement of the submaxillary glauda, 
and occurs usually ou the lower lip of one past middle life. 

Describe chancre within the monOi. 

t'hancre within the mouth has often been erroneously di^- 
noseil because of Vincent's angina. The latt«r disease may 
involve only part of the buccal cavity, imitate chancre per- 
fectly, and be even more rebellious to treatment There may 
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be diffused mflamiiiatioo or localized ulceratieti of the mucous 
membrane. The geueral inflammation is greater, tlie glands 
more tender, and the sore more superficial than in chancre, 
and the diagnosis is rarely made without a microscopic test 
or the appearance of the syphilitic eruption. 

Describe tonsillax chancre. 

In the absence of Vincent's angina, tonsillar chancre is fre- 
queutly mistaken for tonsillitis. The syphilitic lesion may 
be so minute as to es<ape notice, or it may involve the entire 
tonsil, which then becomes uniformly enlarged, red, and 
glazed ; only rarely can induration be detect(3. The diag- 
nostic point is the early pain, difficulty in swallowing, and the 
huge proportions attained by the submaxillary, sublingual, 
and, rarely, the preauricular glands. 

Describe digital chancre. 

Chancre of the finger appears most frequently at the base 
of the nail where fissures abound. According to location, it 
may develop into a large, fleshy mass ; a warty or papillo- 
matous growth ; a scaling papule of the skin, or remain a 
single incrusted excoriation. There is marked thickening 
and glazing of the surrounding surfiice, but, on account of 
dense infiltration, typical induration cannot be detected. Dig- 
ital chancre is nearly always inflammatory, the lymphatics 
showing SB red streaks. The axillary and epilrochlear 
glands are naually affected. The diagnostic points are the 
resistance of the sore to ordinary treatment and the involve- 
ment of neighboring glands. 

Describe tlie secretioa of the chancre. 

S<:anty and serous in eharaiiter, becoming purulent from 
irritation or from mixed infection. 

What is t&e dnration of tiie cliaiicre ? 

Three to six weeks in the absence of treatment. It may 
be in existence at the time of the appearance of the first 
general eruption. 

15 
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WbaX is the tenniimtioii of chancre 7 

After the surface heals, the ioliltration disappears, leaving 

a reddish spot, which sutraequently turns white, then uormat, 
leaving no diagnostic mark. 

What is induration 7 

The sclerotic process which so constantly occurs at the base 
of the initial lesion. There is at first a mild hyperplasia, hut 
as the cell-increase goes uu, hardening of the tissue occurs 
under the lesion. The iuflanimatiun may be so slight as to 
escape ol»servation. Sclerosis rarely assumes its characteristic 
hardness earlier than the fifth day and occasionally not until 
the fourteenth day after the apjiearance of the sore. It is 
therefore wise to wait at least a week before announcing the 
character of the sore. The sore should not be cauterized 
during this time. 

In specific induration the lioundaries are defined, the nodule 
is freely movable, bard, firm, and resistant. In inflammatory 
infiltration the mass is adherent te the underlying tissue, is 
doughy to the touch, and its boundaiies shade off gradually 
into the surrounding tissue. Specific induration is modified 
by the situation of the chancre, being well marked when in 
the sulcus behind the corona glandis or in the meatus. On 
the glans penis the induration is likely to be slight 

Describe parchioent indniation. 

It is a thin plate of infiltration, the area of which is 
limited to that of the chancre. 

Describe relapsing induration. 

Induration may recur at the site of the inoculation, espe- 
cially if on the genitals, at any time during active syphilis. 
The nodule may take on the appearance of any type of the 
initial lesion and is called chancre rediix. 

What are the peculiarities of chancre in women 7 

Ex trn genital chancre is seen more often in women than in 
men. When on the mucous surface of the genitals in women 
it gives rise to little discomfort, but may be deeply infiltrated. 
Chancres occur, in the order named, upon the labia majora, 
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labia minora, fourchet, uterine Deck, clitoris, vestibule, 
meatus urinarius, upjier commissure of the vulva, and in the 
vagiua. The common form of cliaacre is tlie erosion, and is 
usually unnoticed until discovered by the surgeon when 
examining the skin eruption. 

Descrilie scaling papular tubercle. 

This lesion is found on the outer surface of the labia 
majora, or upon the labia minora and prepuce of the clitoris 
if they are so prominent tbat through exposure they are 
invested with true skin. It is also found as an extragenital 
chancre in the neighborhood of the vulva. It begins as a 
small red papule, otlen scaly, which increases in si/e. Sub- 
sequently it becomes a dark mottled brown plate. In siiie it 
sometimes becomes 1 inch or more in diameter, but still has 
sharply cut edges, the shape and induration varying with the 
location. 

Describe the elevated papule or tubercle in women. 

This chancre is a distinctly marked lesion, which may be 
elevated or flat. It is similar to the scaly pa|>ule, and is 
found in the same locations, but is characterize*] by deep infil- 
tration. In size it is smaller than the scaly papule, and its 
surface is usually smooth and deep red. 

Describe incrasted chancre in women. 

The peculiarities of this chancre depend upon ita location 
in folds of skin or mucous mendtrane. Its secreting surface 
is coverei:! by greenish crusts, although at first it has a shining 
white film ; or it may be colored by detritus from the blood. 
This is the only form of chancre which leaves a permanent 
cicatrix. 

Describe the diffused exulcerated chancre in women. 

It is usually as^^ociated with filthy habits and general 
depravity, and involves more or less of one major or minor 
labium. It ia a large, thickened, deep red chancre, seen most 
frequently upon the external genitals, and is ulcerated over 
its surface. 
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Describe cbaocres of the vagina. 

These chancres usually occur close to the outlet and have 
the same api>earance as the eroaioQ ia the male. 

Describe chancre of the os uteri. 

The OS may be encircled or the cervical endometrium may 
be iuvolved to a considerable extent, It is seldom multiple. 
It may take on any one of the tbrms described as chancre of 
3 membrane. 



Describe chancre of the breast. 

Chanerea are found on the nipple, and frequently multiple. 
They are oltea fissured, and are located within the areola. 
The incruste<l and erosive types are moat common. 

Vhat ccuaplicatioiiB of the initial lesion may occur 7 

V^etations or warty growths are liable to spring iip around 
a chancre if it is under the prepuce, withiu the anus, or 
between the labia, whore its situation exposes it to moisture. 
Their presence is accidental. 

May a chancre become inflamed 7 

Yes, from friction of adjacent parts and from the caustics 
of the surgeon. Syphilitic bubo may suppurate if the process 
is purulent enough. 

What is mixed infection 7 

The nmuHaneous inoculation of both the syphilitic and 
chancroid poison. The chancre, having an average iacuba- 
tion of twenty-three days, may not appear until after the 
chancroid is cured ; if the life of the chancroid is prolonged 
it may obscure the chaiicrous process l)eyond recognition, and 
in the pla«e of primary sclerosis developing under the erosion 
with its superficial ulceration, sloping edges, smooth shining 
red floor, and scanty secretion, a doughy inflammatory en- 
gorgement appears about a pustule or ulcer with abrupt 
undermined edges, worm-eaten floor, and abundant auto- 
inoculahle secretion. As a consequence constitutional symp- 
toms may follow an apparently typical chancroid. 
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What is an infected chancre ? 

Ad erosive chancre contaminated by chancroid virus. In 
Buch a case the characteriBtica of the chtncre are destroyed 
by the chancroid. 
What is infected chancroid ? 

A chancroidal ulcer inoculated with the syphilitic virus. 
A correct diagnosis of chancroid may have been made, but as 
the chancroid responds to treatment and the first period of 
incubation of the chancre ends, the character of the local 
sore undergoes a change and constitutional syphilis follows. 

What is the prosnosis of chancre ? 

Favorable as far as it is iudividually concerned, l>ecause it 
usually heals 3p)ntaueou8ly. Little can be done to hasten its 
healing. Its character, location, or duration in no way indi- 
cates the severity of the oncoming syphilis. 
What is the treatment of chancre ? 

If the chancre is not ulcerated, surgical cleanliness and 
protection is the only treatment necessary. unl«ffl it be so situ- 
ated as lo proclaim its victim, when it may l>e removeil. If 
the chancre is ulcerated, application of black wash and surgi- 
cal cleanliness and protection are all-sufficienL 

What is primaiT adenopathy ? 

The indolent swelling and hardening (hypertrophy) of 
those glands next to the chancre in the lymphatic system. 
The indurated glands resulting from the chancre are called 
syphilitic bubos, and the characi eristic involvement in the 
groin is often referred to as the pleiad, which ia a series of 
enlarged glands in the groin with the center gland larger 
than the others. They have unyielding firmness: little if 
any tenderness ; are discrete and movable ; the surrounding 
tissue shows no inflammal^iry reaction. In rare cases there is 
inflammation of the surrounding tissue involving the group 
of glands in a boggy mass, but the skin is not involved. 
This condition of hogginess suggests mixed infection or viru- 
lent bubo from pus absorption. 

Describe the change in the glands due to sn>hilis. 

Ordinarily several glands become indurated. In size the-- 
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are smaller than those caused hj iDflammatory diseasee, such 
as chancroid and urethritis ; iltej are from i to | inch in 
diameter. The statistics of veuereal clitiics show that the 
syphilitic bubo suppurates ouly ouce in oae huudred and 
eighty-six times. 

If there is do periglandular inflammatioD, the glauds can 
be easily outltned aud are movable uuder the skiu. 

The eulargement of the inguinal glands is usually notice- 
able first ou the side corresponding to that upon which the 
chancre is situated, the opijosite side becoming involved sub- 
set|uently. 

Wlight tenderness is likely to be found early, but acute pain 
is complained of only iu tJie rare cases wliich suppurate. Tbe 
induration may have any degree of hardness or of elasticity 
to the touch. It appears as early as the filJh day of the 
chancre, but may be delayed for ten days, and acquires its 
maximum development in about two weeks. 

Induratioli of the glands is not always dependent upon 
syphilis, and if present at the time of the examination it 
should be ascertained if the chancre was apparent before it 
ap])eared. 

How should syphilitic huho be treated 7 

Usually it is best to let it alone. Occasionally iodine 
locally, followefl with a compress bandage, is of benefit. 

When a syphilitic biilio suppurates the inflammation is not 
BO severe as in chancroidal or gonorrheal bubo and the care 
of it after incision is a trivial matter compared with that of 
chancroidal bubo, because the discharge is not anto-inoculable. 
When fluctuation is felt, incise freely and keep the cavity 
filled with gauze until it heals from the bottom. 

What is the sitnatioa of the glands involved in relation to 
the chancre? 
Chancre of the lips and chin, submaxillary glands ; chancre 
of the eyelids, pre-auricular glands ; chancre of the fingers, 
epitrochlear glands ; chancre of the breatft and arms, axillary 
glands ; chancre of the genital organs, those of the integu- 
ment in the immediate neighborhood, inguinal glands ; of 
tbe anus, inguinal glands. 
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DeBcribe general glandular liTperplasia. 

Duriiig tliti interval l>etweeii the appearance of the chancre 

and of tbe iirat general eruption there is a gradual engorge- 
nieiit iif the lymphatic glands throughout the body. The 
careful diagnoatician hesitates to pronounce a general eruption 
Byphilitic if he is unable to iind definite enlargement of the 
postcervicul and epitrochlear glands. The clinician of ex- 
perience, upon seeing a diffused eruption, instinctively reaches 
for the back of the neck iu search ol' the little tumors which, 
when found, are so characteriatic. Likewise he Iwnds the 
ellww and palpates for the epitrochlear glands. The infiltra- 
tion of these glands is indolent and unaccompanied by the 
signs of inflammation ; they are quite hard and are tender on 
severe pressure, and range in size, as felt through the skin, 
iron) 1 to I inch in diameter. 

Their enlargement may not take place for five or six 
weeks, the average ticne l)eiug atwut three weeks. They are 
of diagnostic value, hut it must lie remembered that an en- 
largement of these glands is not always due to syphilis, and 
a careful consideration is necessary to an intelligent apprecia- 
tion of their relation to that disease. 

Wliat are tbe prodromes of tlie secondary ontbreak ? 

The victim is pale and dejected, and he complains of 
anorexia, insomnia, muscular pains, and nocturnal headache, 
A persistent headache, which is worse at night, is suggestive 
of syphilis. 

Wbat is tbe constant symptom of secondary KypMlis ? 

A general cutaneous eruption, which may lie accompanied 
by any or all of the following evidences of conslitutional dis- 
turbance : fever, neuralgia, insomnia, cachexia, analgesia, and 
icterus. 

Wliat is the character of Bypbilitic fever? 

The fever may he slight or severe, transitory or persistent 
It is rarely high and usually so slight that it is overlooked. 
It may be continuous or remittent The continuous fever 
does not begin earlier than ten days preoe<ling the first erup- 
iion. In at least half the cases in which febrile reaction is 
, , , L.oogle 
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noted there is no fever until within three or four days of the 
appearauue of the first syphilid. The temperature ordinarily 
runs from 101° to 102° F. until the day of the eruption, when 
there is a brief exacerbation. The remittent tyi^e is im- 
portant. It is most otteu i^eeii mouths alter the first general 
eruption, is Iirief, mild, and is not known to deijend upon the 
invasion of new tissue by the morhid process. It is usually 
introduced by a chilliness early in the evening. 

Where is pain common ? 

Neuralgic pains in tlie joints, tendons, and muscles, and 
osteocopic pains in the skull and long t)ones, which become 
worse at night, are very common during the evolution of the 
early syphilids. 

IB there usually insomnia 7 

Sleeplessness is far from lieiiig a constant symptom except 
when from osteocopic pains, but is seen in nervous patients. 

WLat are the blood-changes 7 

During the secondary stage the patient is usually anemic, 
and if he is debilitated at the time the disease is a«<|uired 
there is a marke<l increase of the white blood-corpuscles at 
the expense of the reil. The skin and mucous membrane 
are very susceptible to irritation and inflammation, and 
wounds and scratches are slow in healing iu active syphilitic 
subjects. 

Wiat is syphilitic cachexia 7 

An adynamic condition likely to he most marked about the 
time of the advent of the secondary stage and during severe 
tertiary manifestations. 

Is analgefda noticed 7 

A part or all of the integument may l>ecome insensible to 
the sense of touch, of heat, of cold, and of pain. It may 
persist for months. It occurs most frequently in women. Its 
favorite locations are the dorsal surfaces of the forearm and 
hands, and of the ankles and feet. 
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Is ictems commoa? 

Jauudice friini the occlusion of the ductus communis chole- 
dochus by tume&ctiou of its mucous lining occurs. It is 
rare, 

Wliat is hemorrhagic syphilis ? 

Any of the secondary eruptions of syphilis may become 
hemorrhiigic, the blood appearing in or around each lesion. 
Il is most often seen in those who ai-e perniciously anemic, or 
are sutferiug from greatly depressed vitality. 

Wliat are the secondary sTphilids ? 

The erythematous; the papular and the pustular eruptions, 
given in the order of their severity. Lesions of the skin 
may appear at any time during active syphilis. They are 
usually the earliest and often the latest evidences of the 



What are the histologic changes in the secondary syphilids? 

The eruptions of syphilis are caused by chronic hyperplasia 
or cell-infiltration. The several hypereniic syphilids are 
peculiar to the secondary stage of the disease, and are there- 
fore limited in time to the first two years following the 
chancre. Hyperemia is the essential morbid process to which 
is often added varying degrees of cell-infiltration from the 
almost imperceptible thickening of the erythematuus syphilid 
to the prominent nodule. 

The cells which pnwluce the induration of chancre, of the 
cutaneous eruptions, and of the gumniata are round, granular, 
nucleated Ijodies averaging g^uirij ''"^h 'i diameter and have 
the apj>earance of white blood-corpuscles. 

What is the histology of the deeper lesions 7 

The eel I -in filtration, as a rule, increases with the age of the 
syphilis. In the secondary period papules are developed 
which have their base in the papillary and Malphigian layers 
of the skin, while in the tertiary period tubercles which 
involve the cutis and sul)cutaneous tissue are developed. 
Syphilitic gummata result from cell-infiltration in the sub- 
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dermal tissue, and are likely tu <;ause ulceratioD of the over- 
lying skin. The different syphilitic eruptioDS may occur 
simultaneously or a general eruptii>u may be made up eutlrely 
of one variety. 

What ate the peculiarities of syphilitic eniptiom 7 

The syphilids are chronic and apyretic Chronicity and 
absence of inflammatory features, especially itchiug, serve to 
differentiate them from nun-specific eruptions. The slowness 
of the morbid process in syphilitic manifestations is more 
marked late than early in the disease. Active ingammatiou is 
seen in the eruptions of syphilis when they are irritated by 
friction, and in the skin over a gummatous deposit when it is 
about to break down and form an ulcer. 

Is polymorphisin freanent? 

The development of several varieties of lesions at one time 
is of frequent occurrence. It is more ofl«n seen early in the 
secondary stage, when the eruptious are most numerous, than 
in the late eruptions. 

What are the peculiarities of syphilitic eruptions as to color 
and pigmentation ? 

Their normal color while developing is a pinkisb-red, less 
vivid than that of non-specific eruptions, but soon becomes 
brownish. During their slow subsidence they are yellowish- 
brown, which has t)een compared to the " lean of ham," to 
the "color of copper." During their stage of hyperemia, 
the spots disappear under pressure, but not after they become 
pigmented. 

What are the characteristics of the ulcers and cicatrices 7 

Syphilitic ulcers have no characteristic shajie, and are not 
necessarily bilateral. Cicatrices are usually characteristic 
They are distinct, white, smooth, pliable, and are seldom 
traversed by fibrous bands or depres.sions. There is often a 
persistent brownish discoloration external to their edges. 

What is the first emption of syphiUs ? 

The erythematous syphilid, also caltetl syphilitic roseola, 
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macular syphilid, exauChematous syphilid. . It is by far the 
most comiuou eruption in syphilis, but Id some cases is so 
slight, or the spots are so few, that the eruption may be over- 
looked. It appears upon the lateral thoracic regious, then 
on the chest, finally invading the flanks, anil from there ex- 
tends over the iKidy, to the exclusion of the hauda and feet 
The lesions may be so fnint as io escape notice, but usually 
persist and tiecome more and more evident. The eruption is 
nmde up of round or oval spots having an average diameter 
of four lines. Exceptionally, they are very small. Occa- 
sionally macules of various size appear in the same eruption, 
and they disapjiear u|>on pressure until pigmentation occurs. 
In color they vary from a delicate pink to a rose or purple. 
Reaction from a hot bath frequently renders a faint eruption 
quite distinct. 

The number of points of eruption in this general syphilid in- 
creases during the hrst ten daj s, each day addnig new groups 

A most important and diagnostic characteristic of the mac 
ular eruption is pohuiorphism a condition where owmg to 
relapses, there may be present the maiule papule, or even 
pustule, in the same eruption 

The difficult cases are those in which there is unusual sys- 
temic reaction, giving the syphilid a bright red color which 
persists for days liefore fiiding to the coppery shade hut, for 
tunately, such concomitant s\mptoms as nocturnal headache 
sore throat, and mucous pat^^lies aid m the diagnosis 

The macular syphilid ma> be di'ttinguisheil from meailes 
and scarlatina by the al»seDce of fever catarrhal or severe 
general symptoms of vomitmg and sore throat 

From drug eruptions, es|)eciall> the halsams and antip^rin 
by the absence of ga*lric disturbances, fe\er itching large 
edematous points resembling urticaria, and the histon of the 

Tinea versicolor is differentiated from the macular sjplnl 
oderm by its larger lesion's slight scaling and itihing the 
yellow tint, and Uy the di'Movery of the vegetable fungus 
(microsporon furfur) in the '«nlefi 

Occasionally the relapsing macular svphdid because of ila 
circinate form, is mistaken f<)r tinea circinata Microscopic 
examination shows the v^!:etabie parasite of the latter 
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What la the corona veneris 7 

A proDOunced eruption in a line below the roots of the hair 
upon the foreheftd. This is most likely to occur when the 
fece ie involved and the eruption is central about the nose 

and mouth. 

What fonn of the errtbematotis eruption is seen during 

relapses? 

The annular or circinate variety. It may occur during 

the first year of syphilis, appearing in rings or segments of 

rings and coming in a few isolated groups. There is a ten- 



FiG. C4.— Annular Byjihilodemi (I. E, Atkinson). 

dency for this eruption to become scaly. About the face, 
arms, palms, soles, anil inner a-^pect <)f tlie forearms, relapses 
are develojied in the form of rounil or oval patches. 

Describe the papular syphilid. 

This most imptirtant secondary eruption is a circumscribed 
infiltration into the superficial layers of the skin. It usually 
makes its appearance iKtncen the fourth and sixth month, 
but may be the tirst evidence of tlie disease noticed by the 
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patient, the preceding erythema and chancre having been 
overlooked. What has been aaid of fever as a concomitaut 
ayniptom of the erythematoua eruption applies equally to the 
papular form. The papular eruption may recur at any time 
within three years. The papulea consist of distinctly circum- 
scribed, firm, solid, nixiular elevations varying in size from a 
pinhead to a small pea. They may be either round, flat, or 
broad. They may in rare cases become an inch or two in 
diameter. Their color cycle is the same as that of the other 
syphilids, at fir^t being a bright red it changes to a brownish 



Fio. 65.— Moist papules (Miller). 

or purplish red, and gradually fades. When mature, the 
papule is covered by a dry, tense, shining akin, which, upon 
desquamation, leaves a line of ragged epidermis around it. 
This eruption is likely to appear almost coufluently between 
the nose and the corners of the mouth, beneath the breasts, 
and especially upon the forehead and about the anus and 
genitalia. 
How many forms of papuUr syphilid axe there 7 

Three: the conical or miliary, the lenticular, and the 
scaling papular syphilid. 
Describe the miliary papnUr syphilid. 

Two forms of this syphilid are dislinguished, the small 
and the large. Thesmall miliary papular syphilids are about 
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the size of a pinhead. They are distinctly limited, round or 
conical, often uraliilicated, and of a <ieep pinkish color. They 
form in circles or segmeutR of circles. The eruption begins 
alxtut the face and then involves the entire body. Some of 
the papules are converted into ve»iclefi or pustules. 

The lai^ miliary papular syphilids are leas common than 
the small variety, and are often found with it. Like the small 
variety they are conical, red at first, then coppery. They do 
not occur in large numbers autl are scattered over the body. 



mostly on tlie back and buttocks and front of the thighs and 
the Iiuck of llie neck. They are apt to |>ustulate. 

The miliary papular syphilid may be confused with the 
lichens. In lichen planus the papules are unevenly distrib- 
uted, flatter, and sometimes intlamniatory, and bum, itch, 
and form crusts. 

The \nrge flat |>apular syphilid, when it occurs in limited 
groups, may I>e mistaken for psoriasis, but the bright color, 
heavier scales, and tendency to coaleet^nce of the patches, 
usually enables one to reach a diagnosis. Psoriasis is a dis- 
ease of the robust, while the host of the syphilid is cachectic 

Describe the lenticular papular syphilid. 

This eruption also presents two varietieH, the small flat and 
the large flat 

The snuill flat lenticular papular syphilid begins as a 
minute red sjjot, which rapidly iucreiiai'S until it reaches the 
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diameter of J to J inch and an elevation of i to J of a line. 
The papiilea are either ronnd or oval, having a flat surface 
aud rounded and distinctly marked margins. Tbey are at 
first seen about the shonhlers, or at the back of the neck, 
or on the sides of the thorax, and are soon followetl l>y others 
on the forehead and the margins of the hairy scalp, with a 
few on the face. 

The large flat lenticular papular syphilid may be either 
round or oval, and has a diameter of 1 inch or more. Its 
history is that of the small flat variety. This form is ordi- 
narily seen in the second or third half-year of the disease. 

Describe the scaling papnlar BTphilid. 

This variety is often developed on the palmf, in alwut the 
third month of syphilis, in s]>ot8 which have a deep-red color, 
are slightly elevated, and covered by a layer of epidermis. 
Usually there are not more than a dozen on each hand. The 
feet are similarly affected. 



Descrilw the pustular syphilid. 

This syphilid ranks third in frapiency, and its various forms 
constitute an important group. The size of the pustules varies 
from a pinhead to a dime, and they may take un any shape. 
The majority are circular, many are oval, and each rests 
itpon an infiltrated base. They usually liegin as (Mtpides, are 
distributed irregularly, and always become encrusted. In no 
other sypbiliil is relajwe so likely to occiir. In the relapses, 
however, the number of points of eruption is small as com- 
npiAMiiyGcHK^Ie 



240 GENITOURINARY AND VENEREAL DISEASES. 

pared with the first outbreak. They are usually grouped, 
and are always dilatory in development and in eul^sideuce. 
The larger papules become incrusted early, the scab being 
greenish -black. The scabs of the smaller oues are slower in 
developing, and are greenish-brown in color. They are 
usually hard, and are detached with some difficulty. Re- 
moval of a small crust shows a papule with a point of ulcera- 
tion, and under the larger ones is found an ulcerating surface 
of a grayish color, covered with dirty-yeliow pus. 

What are the fbnna of the pustular sjrphllid 7 

The acneform; the variolaform ; the impetigoform ; and 
the ecthyma form. 

Describe the acneform pustular syphilid. 

This eruption, similar to the pustular, involves sebaceous 
follicles and hair bullts. The spots are minute, rarely being 
a line in diameter. Miliary papules are at times found 
mixed with them, and they may appear simultaneously with 
any other of the early eruptions. This eruption is usually 
seen first upon tlie face, scalp, back of the head, and on the 
shoulders. 

The acneform pustular syphilid may simulate acne, but 
the latter is a disease of puberty, the first attack showing only 
a few points, and they are confined to the face and shoulders. 
Acne points are inflammatory, have no uniformity of size, and 
irequently furnish comedones. 

Describe the Tarlolafonn pustular STphilid. 

This variety is seen in obstinate relajising cases. It is a 
pustule having a thin covering of epidermis which becomes 
urn hi Heated, as does the pustule of sniall-|)OX. The pustules 
develop rapidly, are a line or two in diameter, and owing to 
their development in less than twenty-four hours have little 
infiltration under them. Their favorite locations are the line 
of junction of the skin with the muftous membrane, on the 
scalp, and on the protected flexor surface. 

This syphilid may suggest 8mall-])ox, but there is no his- 
tory of rigor, lumbar pains, high fever, nor shot-like resist- 
ance in the points of eruption. 
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Describe the impetigofonn pustular eruption. 

This variety is a shallow pustule and secretes a dirty-yellow 
pus, formiDg flat, dark crusts with round edges. 

Impetiginous syphilids are differentiated t'roia impetigo by 
the absence of itching, hy the presence of inflamniatory are- 
olas, and by their greeniah cruste shading to yellow, while 
those of the syphilid shade to black. 

Describe the ectiurmaform pustular syphilid. 

This variety may he su|ierficial or deep. The time in the 
disease at which it develops determinoa ita depth. 

The superficial variety is seen <luring the first year in 
malignant syphilis. The eruption is composed of a great 
numl>er of conical pustules from 1 to 3 lines in diameter, 
having a solid elevated base, surrounded by a crust, and 
showing a disposition to break down in open sores. The 
crusts which form upon these ulcers are conical. 

The deep variety is common in the tertiary stage. Its 
appearance with the secondary symptoms is evidence of 
malignancy in the case. As these pustules increa.se in size 
the crusts become flattened or even depressed at the center. 
The base is at first of a bright-red color, which soon becomes 
dark-brown and is surrounded by an abruptly limited areola. 
Beneath the crust is an ulceration, involving the superficial 
layer of the skin, having a smooth floor covered with a 
grayish fi!m of detritus Imthed in thick pus. 

The ecthymaloua syphilid is .unlike simple ecthyma in 
that it is not acutely inflammatory, pruritic, nor rtigular in 
size. 

The syphilid has the darker crusts covering deejier ulcera- 
tions and is no respecter of persons, while the simple variety 
seeks the. legs of the indigent aged. In the "submerged 
tenth " of large cities the inroads of the pediculosis vesta- 
mentorum (body louse) may bring syphilis to mind, but 
blood-clots, scratehes, dirt, and a moving population clarify 
diagnosis. 

Do the secondary syphilids leave cicatrices 7 
No. There is no destruction of tisane. 
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What is nuligiuuit precodons sTphilis? 

Syphilis io which the BTStemic poisouiog is so profound that 
the deep lesions of the tertiary stage appear aloog with those 
of the secondary stage, within a few moDtha of the chancre. 

Wlist are the general i^mptoms of precocions syphilia? 

The patient shows progressive muscular weakness, com- 
plains of eccentric neuralgias, loss of appetite, and loss of 
hope. Occasionally he fails to resjiond tu treatment and 
sinks to death, a|>pareiitly from lack of food-assirailatioD and 
iiiahility to res [Kind to treatment 

When does the tertiary stage begin? 

This stage begins most frequently early in the third year 
of tiie disease. Any statement of the time at which any 
eruption of syphilis appears— from chancre to brain lesion, or 
any statement of the duration of the intermisions of syphilis, 
or the date of beginning of any one of its stages — must he 
qualified; for, while we know the range of poesibilities of 
syphilis, we can prognosticate only in a general way the 
chronology of its manifestations. 

The appearance of tertiary lesions before the late second- 
aries have left the fielil, especially relapsing papular erup- 
tions, is not rare, and points of eruption, proi)erly described 
as t«rtiary, are sometimes seen amidst a fading first general 
eruption. 

Wliat is the character of tertiair skin leaions? 

As compared with the lesions of the secondary stage, they 
are less numerous, more circumscrilted. deeper, and therefore 
more serious, irregularly slow and uncertain in development, 
and are without acute inflammatory action. Tliey liegin in 
the subcutaneous or submucous tissue with dense extensive 
infiltration which sulisequently may form open sores. 

Name the tertiary sTphilids. 

The tubercular; the ulcerative or serpiginous; the gum- 
matous ; the bullous and the rupial. 
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Describe the tnbercnlar sypliilld. 

This syphilid resembles the large flat papule of the sec- 
ondary stage with added thickness and chronicity. It is a 
deep, definitely circumscribed infiltration into the skin, in- 
volving its whole thickuess. It may ap{)ear with the late 
secondary eruptions, but is usually developed between the 
third and sixth years and later. It generally disappears by 
interstitial absorption without breaking down. l(a course is 
distressingly chronic and prone to relapse. It is a tliickeuing 
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Monlgomery). 

which causes no pain, heat, or itching. The earlier its ap- 
pearance the more numerous are the points of eruption ; it is, 
however, usually late and limited. The large tubercle begins 
as a spot, which may have any shade of red and which slowly 
increases in size and thickness until, when fully developed, it 
has a diameter of i inch. The smaller lesions are more ele- 
vated than the large ones, and are shining or dull, as the skin 
upon which they develop is thin or thick. The tubercles first 
appear upon the forehead or suprascapular region. They 
become scaly when upon the palms or soles. 
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Describe tlie ulceratiTe or seipigiiunu syphilid. 

This variety creeje over large surfaces by ulceratiag at the 
periphery while healiug in the center. Although it is sonie- 
timee Been as early as the aecoud year, it usually appears late 
in the tertiary stage. It is painleiw, chronic, and very dis- 
figuriug. It may l)e superficial or deep. 

The superficial variety h^ius &s a pustule, which ulcerates 
and then forms a yellowish-bruwu or greenish-black crusL 
Granulations [xtri^ist under the crust until it fulls off, leaving 
a narrow iucrusted margin. The deep variety is likely to 
develop around a tulierculous or other late dee])ly infiltrated 
lesion. It is a distinctly outlined ulcer with uuderinined 
edges and covered with a crust It may iucrea^e rapidly iu 
size. When the lesion is fully developed an<l has olitaiued a 
diameter of front 4 to 6 inches ils api>earance is marked. Iu 
the center is a round oval patch of cicatricial tissue, having 
a coppery-red color. It is completely enclosed by a ring of 
CEuat. This syphilid, fortunately of rare occurrence, may 
appear as early as the third year. 

Describe the gtmimatotiB syphilid. 

This syphilid is almost invariably a late lesion. It consists 
of tubercular intiltratiuus of the subcutaueous connective 
tissue, varying in size from 3 lines to ;J or more inches. The 
great flat ones may develop as such or may result from the 
coalescence of a number of small ones. The large ones 
especially show a fondnei^ for areas iu which the connective 
tissue is loose and abundant. The lesions may invade the 
skin, destroying it so as to form an ulcer, or it may drag 
its weary length along as a subdermal tumor. The gum- 
matous node rarely appears before the third or fourth year, 
and is esceedingly slow in development, indolent and inscDsl- 
tive. It may be painful in a region in which it presses upon 
sensitive tissue, as upon the craniun), or upon a nerve. It is 
more often seen upon the lower extremities, forehead, and 
scalp. It is circumscril>ed by a limiting membrane, often 
deeply seated, involving muscles, periosteum, or Iwne. The 
skin is not at first adherent and is involved only in the 
breaking down of the nodular elements. 
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Describe the bnlloas syphilid. 

This eruption is the only one which confinea itself atrictly 

to the tertiary group. First is noticed an effusion of serum 
beneath the epidermis, which in ten days forms a bulla, per- 
haps 3 lines in diameter, haying the appearance of pemphigus. 
The contents become turbid aud, ultimately, yellow and thick. 



Fill. «9.— Ttnpta (Tilbury Fox). 

It increases in size, often becoming as large as an almond, 
the tissue immediately surrounding being dusky-red. They 
may develop a few at a time, and most i'requently elect the 
arms aud legs as their site. 

Describe the rapial sTpMUd. 

Rupia is the same name applied to the ulceration which 
covers itself with laminated crusts. It is seen in severe cases 
of syphilis at any time, hut when occurring in the first year 
its number of points is usually very limited. If there are 
many points of rupia they are likely to be small and scat- 
tered ; if tliere are few they are usually large and localized. 
Beginning as a hyperemic spot this eruption forms a flat 
greenish- brown crust surrounds! by a line of ulceration. 
The secreting surface under the first crust forms crust after 
crust, pnklucing the laminated scal> peculiar to rupia, each 
lamina lieing larger than the one overlying it because the 
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ulcer persistently iocreasee in diameter. Formed in this way 
the crust represente a truncated cone. Rupial eruptions 
ordinarily appear upon the upper half of the body. They 
are sometimes seen with crusts 2 inches in diameter, but 
1 inch is about the average size. Like all tertiary lesions, 



Fio. JO.-Cumniata (JuUlen). 

they are slow of growth and painless, hut have not the depth 
of the tubercular or gummatous syphilids, which involve the 
entire thickness of skin. 

What precantiouB shonld be taken against syphilitic infte- 
tion? 

Knowledge of the daugers of acquiring syphilis should lie 
widespread and the way to escape it well understood. 

Coitus should not l>e had during the esislence of ahrasions 
of the genitals, and tearing of the mucous membrane should 
he avoided during the act, as these furnish ports of entrance 
for altsorbing the virus. 

Those who suffer with erosions on account of smegma 
should learn cleanliness, and those who have the mucous 
membrane denuded by maceration from the heat of a long fore- 
skin should use daily an astringent wash, or lie circumcised. 

The use of the condom lessons danger of infection of the 
penis, but does not protect the scrotum. / I 



Antiseptic HolutioDS used before and after the act lessen the 
risk little, if any. 

How may one gaaxd against extragenital infection ? 

The danger of extragenital infection is decreased by the 
protection of l>rea]{s of continuity which are liable to absorb 
infection. Risk is also lessened by avoiding drinking vessels, 
household utensils, and various personal belongings used by 
others, unless they have been previously boiled. The syph- 
ilitic should provide himself with separate eating utensils, 
bedding, and towels. His chancre beiug healed the greatest 
danger is from hia saliva, Itecause of the frequency of mucous 
patches in the mouth. The secretion of any sore which 
s]>pears during the first year and a half of syphilis (whether 
under active treatment or not) may infect one innocent of the 



How may the treatment of syphilis be divided ^ 

Into abortive, local (see Conditions Due to Syphilis, page 
263)> and constitutional. 

What ia the abortive treatment of ssrphllls ? 

Early specific medication and destruction of the local sore. 

Both are ineffective. It has recently been demonstrated 
that rubbing the point of inoculation with a 10 per cent cal- 
omel lanolin ointment within eight hours after implantation 
of the virus prevents syphilis. 

Should mercurials be given as soon as chancre is diagnosed ? 

Not 
Describe constatntiooal treatanent. 

The successful management of any cases of syphilis depends 
upon the intelligent co<iperation of the patient This cannot 
be secured unless he knows that he is syphilitic If the pa- 
tient sees the eruption he will lie more lastingly impressed 
than by the assurance of his doctor, who pronounces him leu- 
itic from the appearance of the sore alone. While it is nat- 
ural to begin treatment as soon as the diagnosis is sure, mer- 
cury given before the eruption appears causes many failures 
io cure the disease, because it clears the skin, delays and, in 
some cases, prevents the appearance of confirmatory evidence 
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and the patient, feeliug well, stops treatment, drifts from ob- 
servation, and finally returns — perhaps as late as seven years 
— with evidences of irreparable t«rtiaries. 

It has been said, " If in doubt, give mercury at once, to be 
on the safe side," but why subject the patient to prolongetl 
treatment when there is no positive evidence of syphilis? It 
has been suid that such treatment is frequently followed by 
the most brilliant results, but the probabilities are that there 
was no syphilis to treat There is no doubt that the oculist, 
the aurist, the nose, throat, rectal, and gen ito- urinary special- 
ists will have less to do if the general practitioner ceases to 
cauterize penile sores, refrains from snap diagnosis, and defers 
specific treatment until the patient fully realizes that he is 
syphilitic. The most approved and painstaking specific medi- 
cation may prove inadequate if the patient is unwilling to 
conform to hygienic requirements and submit to restriction in 
exercise, food, and drink. 

Exercise should not he carried beyond slight fatigue, and 
ample, regular time should be devoted to sleep. If sedentary 
in habit, the patient should have suflicieut sunshine. The 
skin should lie kept active by bath and friction. The Turk- 
ish bath improves sewage by the akin, but persons sutfering 
from a wasting disease should not remain for any length of 
time in a room whose tenijxirature is higher than 130° F. 
The [mtient's habits should l>e regular in every detail. He 
should take plainly cooked, concentrated fi>od, in order that 
bis digestive function may not be overtaxed at the time his 
alimentary tract must dispose of large doses of mercury. 

Tobacco may be used in moderation except where there are 
secondary manifestations in the throat or mouth or on the lips. 

Alcohol should be interdicted, as a large majority of those 
sutfering from tertiary lesions are those v^ho have neglected 
treatment while under the influence of drink. 

In making a diagnosis the surgeon should study his patient 
in order to decide whether to tell him frankly of his condi- 
tion or lead bim gradually to the conviction that he is syphil- 
ized. During the interval between the appearance of the 
chancre and the secondaries the gmtient should visit his den- 
tist and have his mouth put in |ierfect order. His state of 
health should be ascertained, the urine examined, and any 
taken aodi hit 
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excretions promoted. When the diagnosis of syphilis is posi- 
tively announced, the patient should lie told that every symp- 
tom, in ordinary cases, can within a short time he controlled 
by medicine ; that the deep lesions (if he has heard of them) 
which dis%ure, or are bo dangerous to life, occur only (except 
in the rarcBt cases) in those who are dissolute or neglectful; 
that he will not necessarily have au eruption that will betray 
him to bis friends; and, finally, that the majority of syphilog- 
riipliers believe that the disease can be completely and lasl- 
in$r1y eradicated. He should l>e cautioned as to the details 
of his bome-life (*«e Prophylaxis), and assured that with ordi- 
nar)' care be nee<l not communicate tbe disease to his family. 
The |>atient should I>e told that at least two years' treatment is 
necessary for a cure, and that the |)erioda of latency, charac- 
teristic of the disease, by no means indicate its eradication. 
What is the psychotherapy of syphilis ? 

An eminent syphilographer directs a cheerful disixjsition 
for the [jatieut. This Is Iwrth desirable and diflicult to secure. 
His d^ree of cheerfulness depends principally upon tbe 
physician gaining his confidence and assuring him that his 
disease is not necessarily so had as it is painted in tbe illu- 
minated plates of the dermatologists ; neither so inherently 
nasty nor speeility fatal as it apfxiars in the advertisements of 
the quacks. The influence of the mind upon the body is 
strikingly exhibited in syphilis. The most intractable cases 
are those in which tbe patient is constantly examining him- 
self and is des]xicdent from anxiety. 

The mental condition brought aiiout by jnorhid fears known 
as syphilophobia has no tendency to belf-l imitation, and can 
be cured only by tbe surgeon being able to command his 
patient's confidence and by tactful reasoning to convince him 
that his case is curable. 
What is the adjuvant treatment 7 

Tbe patient should lie kept at as high a standard of health 
as possible. Intercurrent diseases must he carefully watched 
for and treated. Tonics should l>e included in the thera- 
peutics employed in all stages. Tbe most useful are Blaud'a 
mass, (juinin in tonic doses, and the simple bitters flfl^en 
minutes before each meal, Coca given after meals when 
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eatumm is preseut acts beDeficially upOD the heart, cagiillaries, 
nervous system, and upon (general autritioD. It is essentially 
Iieuelicial to patients addicted to alcoholics, and may be taken 
in their stead, eii[)ecia]ly when conibiiied an tblluws : 

B Fi- cxt. eiythroxyliii o(i«e, Jij ; 

Tr. gentinn eoiiip., 

Tr. luncliim^ cump., iiii 5j ; 

Kill. cDliKiyit:, jiv- — M. 

Sig.— One labluspooaful in water after mealu. 

What is the specific treatment of STpUUs ? 

The administration of mercury, which is kuowii to have a 
selective action U]>on the syphilitic toxemia, and of the iodids, 
which influence the removal of infiltration due to the disease. 

B]r what method is mercnry administered 7 

A very satisfactory way of giving mercury is by the 
mouth. The most-used preimration is the protiodid, iu tablet 
or pill form. TJie ordinary dos« is I grain. Begin by giv- 
ing a 1-gr, protiodid pill or tablet after each meal, Ou the 
second day give one after hreiikfast, two &t\ei dinner, and 
one nft«r sui)i>er. On the third day give two alter breakfast, 
one after dinner, and two after supjier. Ou the fourth day 
f;ive two after each meal ; continue increasing i grain daily 
until the "limit of tolerance" is reached. This will Ije 
shown hy a red line at tlie margin of the gums, gine-like 
saliva, and iwrhaps seuHitive teeth. Mild colicky jtaiiis and 
diarrhea only show reaction of the mucous membrane of 
the intestinal tract, and often occur anil disappear in spite of 
increased dosage some days l)efore the mouth gives evidence 
that the system is saturated. In order to insure a r^uiar 
increnae in the amount the patient is to take, give directions 
in tabular form as follows : 



vL.CHl'^le 
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It is rarely neceasaiy to go beyond fifteen i-grain tablets 
daily. Theauthor has seeuHalivatiou from three i-graiu tablets 
daily, aud on the other hand, thirty-six i-graiii tablets daily for 
weeks were borue without the slightest disturbance. If the pro- 
tiodid deranges the gastro-intestinal tract so the "limit of toler- 
ance " dose cannot be ascertained, substitute the equivalent doee 
of mercury with chalk. If that preparation cannot be tolerated 
the Iiiuiodid should be tried, and finally tablets of corrosive 
sublimate. The latter is well borne by some persons who 
are intolerant of other preparations. If mercury in any form 
caunot be taken by the mouth, substitute inunctions. It 
should not be forgotten that symptoms of ptyalism may occur 
in a bad mouth some time before the point of saturation is 
reached. To avoid this the mouth should be kept as clean 
as possible. A saturated solution uf potassium chlorate used 
as a gargle several times a day is excellent for this purpose. 
If the gums are retracting they should be painted with glyc- 
erite of tannin. 

When it is necessary to change from one form of the mer- 
curial to another the following tahle of equivalents will be of 

Table of Equivai-ents. 
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What doses of mercunr should be given dnring the absence 
of symptoms 7 
Using the " limit of tolerance " dose as a stnn^laril. the 
mercury may be reduced a third, or half, or grailually re- 
duced until the patient begins to gain weight. The amount 
he is then taking (the "tonic dose") is the quantity he should 
use daily, in the altsence of symptoms (if there is an exacer- 
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batioD TUa up to the "limit of tolerance" dose), for at least 
two years ; and if at the end of the second year he has not 
been six months without symptoms, the mercurial should be 
continued until there is such an interval. 

The lengthening of the treatment to three years is becom- 
ing more universal. Throughout the treatment of syphilis 
one shouhl be prepared for emei^ncies. A precocious ter- 
tiary may develop, a secondary take <m unusual activity, eye 
symjitoms call for viji;orous interference, or brain and cord 
demand a most rapid and profound medication. The inunction 
or hypodermic methods or the vapor bath, with increasing doses 
of the iodid of potassium, are usetl in such crises, and when the 
danger is passed the more methoilical treatment is resumed. 

How are mercurial inunctioiis used ? 

Rub the ointment in the most accessible and hiurless regions. 
Li case the patient can employ a professional rubber, the back 
is selected. When self-administration is necessary, the follow- 
ing seven hairless locations will he found satisfactorj' ; 

First evening .... Inner side of right Ihish. 

Second " .... Inner aspect of left arm and foreann. 

Tliini " ... KigLt side of thorai. 

Fourth " .... Inner side of left thigh. 

Fifth " .... Surface of abdomen. 

Sixth " .... Inner asjieet of right ami and forearm. 

Seventh " . , , . Left side of thorai. 

Before the local applications are made wash the parte 
thoroughly, apply a mild solution of carbolic acid, and wipe 
dry. After rubbing, the parts should l>e covered with some 
undergarment which should he worn during the night. In 
the morning the surface may be washed in cold water. 

The following prewription will be found excellent for in- 
unctions : 

K ITnguent. liydrai^., 

UnKiient- pelroli earlxilat., Sa .^ij. 

M. et (liv. eharl. No. xvi. 
RiS- — RiiK one paper in at hcdiime. 
(Have druggist enclose done in oiled |Kiper or tinfoil). 

Kliould the official blue ointmeiit l>e employed, CO grains may 
l)e used at each friction, for adullt^. 
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Describe Uie mercurial vapor bath. 

The patient should he euveluped to the neck \a a heavy 
blanket, the folds of which completely surround him as he 
sits on a chair witli a perforated seat. An ounce of calomel 
19 placed in a metal dish which is secured under the chair 
and over a burning alcohol lamp. The heat displaces the 
mercury, and it becomes infiuitesimally subdivided. Coming 
in contact with the i>erspiring body of the patient it is takeu 
into the system. The patient should take pains nut tu catch 
cold subse(]uer)t tu the bath, and the skin should not be 
washed for about forty-eight hours. 

Qive the details of the hypodermic method. 

The needle and syringe should be surgically clean, the skin 
at the seat of the puucture should be rendered aseptic, and 
the needle puncture should he closed with collodion or plaster. 
The ueedle should be of very fine caliber and at least 1 i inches 
long. The skin being pinclied up, the needle is to be pushed 
gently but firmly deep into the subcutaneous connective 
tissue, and the fluid is to be expelled slowly. As a rule, the 
injection of i to i grain of the sublimate, every second day, 
will be attended with no bad results in the robust, and even 
a daily injection may be used. In the debilitated from 5'^ to 
fV grain is quite enough. The following prescription is well 
adapted for the hypodermic method : 

R Hydnirg. cliloridi corroe,, gr. j ; 

Acid tartaric, r^fn; 

Aqiise, Sj.— M. 

Sig.^Inject V) dro[>s into the bllMock every first, second, or third 



What are the evidences of mercurial toxemia? 

The demonstration of the drug may be mild or severe. In 
the mild form there is increased flow of saliva, congestion, and 
spouginess of the gums, which bleed easily and present a red 
line. When the teeth are clinched paiu is experienced, 
showing the parts to be tender on pressure, especially about 
the posterior molars. There is also a marked metallic taste 
in the mouth and the breaith is fetid. If the drug is not 
withheld the symptoms increase and become severe. If the 
dose is further increased there soon follows ulceration .and 
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edema of tlm oral iiiucuiis membriine, eDurmouely iocreased 
flow uf saliva, ewelliug of the tongue, soti palate, and sub- 
tnuxillury gtauds, and, occasionally, dermatitis. 

Id uhrunic mercurial toxemia the eutire digestive tract 
Bull'era. The patient iKicoiuea nervous, glooiiiy, depressed, 
weak, morose, and hysteric ; has no appetite ; sufiers from 
heartburn, flatulence, eructatious, and muscular debility. 

Wliat Ib tbe treatment for mercnrlal toxemia? 

Stop the administration of mercury aud use as a mouth 
wash a saturated s<)lutiou of chlunite of |K)tash and paint the 
gums with glycerite of taunin (10 gr. to 1 ounce), and give 
atropia to modity ptyalisin. 

Wliat is mixed treatment? 

The administration of both mercury and the iodid of 
potassium or sodium. -They may be given in combination or 
in separate prescriptions. The latter is better, for there may 
be indications to increase one drug without increasing the other. 

Id a geueral way the adilition of the iodid uf potassium to 
the mercurial treatment is nia<le toward the close of the first 
year. The iodids are always indicated wheie any points of 
eruption are deeply infiltraled aud in the various conditions 
due to tertiary sypliilis. The following prewription is excel- 
lent when the drugs are to be given in c<»ml)ination : 

B IlydralTt. bichlorid., cr. i-ij-iij; 

Polassii iodidi, .^w-^j-^isa; 

Tr. cinclionse comp., .^iiss; 

Aqiinr, .^ss, -M. 

Sig.— One teaspoonful after each iuoa.1, well dilutod in water. 

When the drugs are to be given separately but at the same 
time, the mercury may l>e given in pill or tablet form, and 
the iodid in tablet form or in a saturated solution, 1 drop of 
the solution equalling 1 grain of the iodid. The use of the 
mercurial oiutnieut iu local conditions, associated with the 
internal use of mercury and the iodid, is frequently necessary 
to control active lesions. The rule laid down by some 
authoi-s, that early in sypliilis mercury only is indicated and 
later the iodid alone should lie given, is not in general a good 
one. Many cases of tertiary syphilis have remained un- 
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affected by the use of the iodid alone, aod have improved 
promptly upou the addition of mercury. 

The use of mercury, therefore, shouhl not be limited to 
the Becondary stage, nor sliould, in every case, the use of the 
iodids be limited to the tertiary stage. 

lodin preparation should always l)e given lat^ely diluted, 
to avoid irritation of the stomach. Milk is the best. diluent 
Fresh syrup of hydriodlc acid should lie given if the stomach 
becomes imtated. 

When combining, chemically, the yellow iodid (protiodid) 
of mercury with the iodid of potassium, there results the red 
iodid (binio<li(l) of mercury and metjillic mercury. 

When combining the red iodid of menuiry with the iodid 
of potassium, there results a double soluble lilt— Hg^KjI, — 
io<lid of mercury and potassium iwlid. 

When combining the bichlorid of mercury with the iodid 
of jxitassium, there results the red iodid of mercury and jKttas- 
sium chlorid. Chemically, the second combination seems to 
be the rational one to use, yet, clinically, the first has been 
used successfully for years. 

What precautioiiB are necessaiy in administering the iodids ? 
When the iodid is to be given in increasing doses, it is 
well to begin with, say, 5 drops of the saturated solution 
freely diluted with water or milk after each meal. The dose 
may lie increased, as shown in the table for the a<lministra- 
tion of the mercury tablets. Generally speaking, the increase 
of fi grains daily of the iodid is too rapi<L The dosage, how- 
ever, must he regulated according to the conditions to combat 
and the susceptibility of the patieuL 

HEREDITARY SYPHILIS. 
What is hereditary syphilis ? 

Syphilis transmitted in the child through the fiither or the _ 
mother. In the former instance it is called spemi inheri- 
tance, in the latter germ inheritance. 

At what age does hereditary syphilis become evident ? 

Usually about the third week after birth. It may !« 
present at the time of birth or remain latent ,for a year. 

' r.r ..I .,L.tHH(le 
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Coni|ietent observers have iiarratol cases id whicb it first 
api>eareil at puberty. 

Does the age of the disease in the paient affect the prog- 
nosis? 
Yes ; its severity is in inverse proportion to the age of the 
disease in the parent. 

Is hereditary syphilis transmissible ? 

It is not handed down Ut the child's children. The child 

is protected ; a uon -syphilitic may contract syphilis from the 
child inheriting it 

Wliat are the pecnliajities of the hereditary lesions ? 

They are more active and extensive, more eccentric in their 
chronol<^y and distribution than those of acijuired syphilis, 
but are similar in that the early eruption.^ are more widely 
disseminated than the late ones. Bullous eruptions seem to 
take the place of those having laminated crusCs ; pemphigus, 
ivhich is rare in acquireil syphilis, is common in hereditary, 
while rupia, which may ap})ear in any month of an acquired 
syphilis, is not seen when the disease is inherite<l. 

What is the prognosis of hereditary sjrphilis? 

If the child does not die from the exbanstinfr effects of its 
syphilis or an intercurreut diseiise, the evidence of here*1itary 
syphilis usually disappears hy the twentieth year. Relapses 
late in life sometimes occur. 

Wliat Is its course 7 

There is no satisfactory chronolopical claeaifi cation of the 
manifestations of hereditary syphilis, hut in general they have 
the same order as those of the acquired disease. 

' What are the la^s of inheritance of sjrphilis ? 

From the father: A child may inherit from the fiither 
alone from the spermatozoon which impregnates the ovum. 
If conception occurs duriuf; the period of inculmtion of the 
chancre the child will escape. If it occurs durinp: the period 
between the appearauce of the chancre and the general in- 
n™-A..ii.yG(.Hl'^le 
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volvement of the father's glands it may escape. If impreg- 
nation occurs during tlie year immediately tbllowing the firat 
general outbreak of his syphilis the child cau hardly escape 
unless the father is under the* influence of mercury at the 
time and the mother is kept under the same iutiuence during 
gestation. 

From the mother alone: A child may aojuire syphilis, the 
mother aloue l>eiDg diseased. If the mother be iu tlie early 
stage of syphilis the ovum will be blasted or the child bom 
dead. The mother who develops a chancre during the flrst 
seven months of the child's intra-uterine life will convey 
syphilis to the uuboru product. If infection iloes not occur 
until the eighth month the fetus may escape syphiliza- 
tiou. 

A syphilized ovum may reach maturity and a child be 
born covered with sores, hut the woman is likely to abort 
about the fifth mouth from fatty degeneration of the pla- 
centa. 

A woman in her second year of syphilis may have a healthy 
child by a healthy man, and a healthy child may be born when 
either of the parents are iu that state of syphilis, if the mother 
is under active antisyphilitic treatment during the whole 
period of gestation. 

When lioth parents are In active syphilis: There is little 
hope of a living child even under the most heroic treatment 
of its mother. 

What is congenital sTphilis ? 

Syphilis acquired by the child at the time of birth. 
WhatiaColleB' law? 

The child of a syphilitic father will render ils mother im- 
mune against syphilis. A natural antitoxin is absorbed from 
the syphilitic fetus, Tlte mother will not liecome syphilitic 
should she suckle her babe ; the non-syphilitic wet-nurse 
may. 

What is Profetas' law ? 

Healthy-born children of syphilitic parents enjoy a certain 
immunity t^inst syphilitic infection. 

17 r.,-,,i A'OtH^le 
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Describe the pritnarr stage of hereditaiT STphilis. 

This stage occurs while the product is yet uaborn and is 
being nourished l)y the syphilitic blood of the mother. 

What ate the secoudair symptoms ? 

Wrinkled skin, protuberant forehead, hoarse cry, "snif- 
fles," oflen described as "syphilitic facies," and syphilitic 
blebs, surrounded by a slight areola, appearing upon the 
palms of the hands and soles of the feet. 

What ai« the eniptioiis of hereditaiy syphilis ? 

Erythematous or roseolar, papular, vesicular, pustular, 
furuncular, bullous, and tubercular. 

Describe the eiythfamatons or roseolar eruption. 

It is tbc earliest and most common hereditary erup- 
tion. It appears about the third week and is preceded or 
accompanied by coryza. It begins upon the lower part of 
the abdomen as minute pink spots, which slowly become 
copper-colored and which disappear under pressure until the 
time at which their color begins to change. Within a week 
addeil crops of eruption have covered the whole sur&ce of the 
body, the spots being four to six lines in diameter. 

The spots often spread until they coalesce, and where folds 
of the skin are involved by them become more or less deeply 



In other cases this eruption is so mild that it is not brought 
to the attention of the physician. The diagnosis often rests 
largely upon tbe irregular coppery patches existing upon the 
chill, neck, and nates. 

Describe the papular syphilid. 

It may occur previous, coincident, or sulisequent to the 
erythematous lesions and may be mixed with other eruptions. 
The papules are flat, vary greatly in piiie, and are usually 
somewhat symmetrical in their distribution. They are at 
first dark-red, then coppery, may have a smooth surface, or 
the epidermis may exfoliate, especially on the palms and 
soles. 

, , L.oogle 



SYPHILIS. 259 

Describe the vesicQlar sjrphilid. 

Small vesiculur eruptions are eeeu infrequently, and in 
severe cases are scattered among uther lesions. The smallest 
ones, although but about two lines iu diameter, are elevated 
nearly a quarter of an iuch alxive the surroundiug surface. 
They contaiu elear serum aitd have a hard iufiltratiou at 
their base. The larger vesicles have seropuruleut coutenls. 
They are likely to remaiu discrete. 

Describe the pustular s^hilid. 

Ttie tliigbs, buttocks, aud face suffer most from this variety, 
wliicb geoemlly appears before the eighth week. The pus- 
tules are a tbinl of a line to a line in both diameters and 
have a dark, well-defiDed infiltrated base. The eruption is 
likely to give rise to consideral)le suffering, and it may be so 
deep that permanent cicatrices result. 

This eruption has a grave prt^nostic value in proportion 
to ita early appearance. 

Describe the fumncular emption. 

Furuncles may apjtear at any time, but are usually late. 
They may be the first and only eruption. Iu character they 
are unique. Without evidence of inflammation they slowly 
grow to the size of a grajte or half-waluut, their contents 
being those of dermoid cysts, aud often with entire absence 
of the characteristic color and base of syphilids. They finally 
slough at the summit aud form a ri^^ed cavity which exudes 
sanious, foul-smell iiig pus. They are very slow in all stages 
and often disfigure the child. 

Describe tlw bnllons syphilid. 

Pemphigus is associated with severe cases which are likely 
to succumb. It is one of the early eruptions, and the lesions 
are most numerous on the extremities, especially upon the palms 
and soles. The bulliie are conical, rounded, or flattened, and 
contain seropuruleut fluid which soon becomes purulent. 
Distressing symptoms may arise from fissures which form in 
the diffuse infiltration, which occurs at the base of ulcers 
formed from points of pemphigus. The eruption is symmetri- 
cal and occurs hut once, as a rule. 
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DeBGiibe the tnbercnUr sn>luli<l. 

This syphilid is one of the later ones and ia not often seen. 
The tuhercles may l)e very deep papules or noduiea movable 
l)eneath the skiu, having a diameter of ) to 1 inch, and may 
or may oot ulcerate before disiippeariug. 

Hov are the mucous membranes affected ? 

Ou or before the appearance of the first eruption of heredi- 
tary syphiliH, evidence of structural change in the mucous 
membrane of the nose is ol>served, coryza being one of the 
earliest an<l moat constant symptoms. The tumefaction may 
occlude the uoatrils and embarrass the child while nursing 
and force it to lireathe by the mouth. The discharge from 
the nostrils is icliorous and gives rise to "sniffles." 

Mucous patches are common within the buccal cavity. 
Tliey are irregular grayish-white siwts of necrotic epithelium, 
most freijuently aeen within the lips and ou the cheeks, but 
may appear on any part of the oral mucous lining. They 
are so constant a symptom of hereditary syphilis as to be 
diagnostic. Tliey are dangerous to those who ki*« or give 
breast to the baby, l>ecause of the infectiousness of their 
secretion. 

When does summa occur? 

During the late years of hereililary syphilis (^ummata are 
the condylomata lata, which are formed liy the coalescence 
of [)apular syphilids. Tliey are essentially chronic and prone 
to brealc down and ulcerate. These lesions require local, as 
well as constitutional, treatment 

Describe syphilitic teetb. 

The second teeth in chiMren bom of syphilitic parents, 
although they may never have suffered seriously from syph- 
ilitic lesions, are likely to be ill-developed. Wlien they first 
appear they are short, narrow, and thin. When developed the 
two central upper incisors show most marked characteristics. 
They are small, with narrow cutting edges, bn)wnish color, 
and are ridged. They are known as "i>eg" teeth, or Hutch- 
inson's teeth. They are likely to become notched, portions 



of their edgea breftking away, aDd they wear down prema- 
turely. 

Is the treatment of hereditaxy syphilis aimilar to that of 
the acqntred variety ? 
Yes. but preaeuts (livergeodes and difficulties, and is not 
followed by such uniformly good results. The syphilitic 
virus diminishes the vitality of the cells which form the 
tissues of the child. The surgeon is called upon lo neutralize 
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this poison and at the same time promote construclion by 
more active metabolism. The remedies are those used in 
acquired syphilis — the mercurials and the iodi<ls. They often 
have to )>e used alternately or simultaneously; for, while 
giving mercury for its effect upon the blood, it may be neces- 
sary to suddenly push the iodid to the limit to control some 
bone or other deep lesion. 

What treatment does the pregnant syphilitic mother require? 

Much can be done for her and the unh<irn product. The 

mother should he given mercury during the whole time of 
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her geatation. The inunctioQ method is to be preferred. 
Where antlayphilitio medication ie thorough the chance for n 
healthy child is enhanced. 

How sbonld ths ssrphilitic newhom he fed 7 

The child should suckle its mother, or if her supply of milk 
be deficient in quantity or quality the babe should be arti- 
ficially fell. No circuraatance can justify the nse of a wet- 
Diiree unless she is immune. 

How sbonld mercury be given to in&nta ? 

Spread from J to 1 dram, aceonliug to the age, of the 
official blue ointment upon a flannel bandage that is wide 
enough to reach from the armpits to the hips and place it 
against the skin of the child. The flannel scratches, the 
child kicks alwut and sweats, and the mercury is rubl)ed in 
and absorbed. The bandage should be removed daily. It 
is frequently necessary to change to Internal medication. 
Calomel is well Iwrne by children, and may l>e given in tablet 
form, using ^VK™'" tablets, of which one mav be given after 
each feeding. The bichlorid is also frequently employed in 
j^j-grain di)!H«3 after feeding. Mercurj ivith chalk is well 
borne and may be given ns follows : 

B Ilydrarg. cum. crclie, pr. i-ir. 

^ccli. nlba., gv. xii. 

M. et (liv. in cliitrt No. lii. 
Sig, — One p«mbr Boon after foiiiing. 

In many cases iodid of potassium is indicated during the 
treatment of early mainfestations. It is well borne by chil- 
dren and can l>e given in lai^e di)s*s. Tn a general way 20 
grains a <lay is an average amonnt. This drug can be given 
in a saturatal solution, of which 1 drop represents 1 grain of 
the drug. 

If it is desired to give the mixed treatment, it may be done 
by employing both the bichlorid and io<lid of potassium or 
sodium in conjunction. The following combination is ex- 
cellent: 

n™-A.iivC(.H1'^le 
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R Hydwi-g. binioduli, gr. i ; 

I'olaHKJi iodidi, S'v; 

b/r. Buisapaiilla uotup., 

Aiju^ aa gij.— M. 

Sig. — To a child one monlh old 5 dmps aSwt nieals, iiicieaBing 1 
drup every five dajM; lo a cliild over live yeant of age 30 drops alter 
tKiub lueal, iuci'caiuiig 2 drops every tliii'd day. 

Specific treatmeut Id cliililreu should be more or leas inler- 
mitteut, oDtl diiriug the iutervals it is well to administer 
tuuics aod to do everything possible to build up the geiieral 
coudition. 

Is local treatment necessary ? 

Lesious, especially fissures and ulcers, require local treat- 
ment They should be washed with a weak solution of car- 
liolic acid, wi()ed dry, kejrt sui^ically clean, aud dusted with 
calomel. Frequently emollient applications are useful. 



CONDITIONS DUE TO SYPHEJS. 
What are the causes of STphilitiG alopecia ? 

Anemia, common to the early stages of syphilis, which 
starves the hair, and scalp lesions, which cause a gradual loss 
of hair. Alopecia usually occurs during the time of the first 
general outbreak of syphilis, and rarely begins as late as the 
end of the second year. 

What are tlie varieties of syphilitic alopecia 7 

Primary and consecutive. They may occur together, and 
in either the loss of hair may be slow or rapid, partial, com- 
plete or irr^j^lar, and may involve any hairy part of the 
hody. Baldness ia not permanent unless ulcerative processes 
attack and destroy the hair bulbs. 

Primary syphilitic cranial alopecia is a general thinning of 
the hair, while loss of hair from other causes occurs in spots. 

Consecutive syphilitic cranial alopecia follows in the train 
of syphilids, which interfere with the growth of the hair by 
involving their roots. 
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What is the treatment of alopecia ? 

I'eraisteiice in internaJ mercurial medicatioQ. Dead bail 
alioiild be removed by regular combing. Systematic shani- 
[Kwing of the scalp ia essential. For the shampoo a teaBpooD- 
ful of borax or unimoaia in a piut of water may be used 
twice a wtf k, uiileKtt there is much seUceous matter and small 
raw surfaces. 

The following stimulating touic applications will be found 
escellent : 

B T r. cajwici, sj-iv ■ 

(ilycerini^ ^ . ' 

M"^> Ij'— M. 
Sig.— U«easun (tonic) application. 

B Tr. cuntharid., 

Tr. caj^n-U'i, ia |as; 

AlcoJiolis, q. s. ad SviiisH; 

Aquie coloR., Jas, — M^ 

Sig.— LoRil applifali<)n (shake), 

K Qninliue tmlph., 
SpU. myrcln, 

01. luiiyjfdal., 31T,— M. 

Sir.— .Vpply locally (shake). 

What are the sTPhiUtic lesions of the nails 7 

Onychia and paronychia. lu onychia the nail proper is 
affected. In paronychia the matrix is first affected. These 
conditions usually occur during the first two years, and show 
wide variations and degrees of deformity. 

Describe onychia sicca. 

The nails become a dull-yellow color, thicken gradually, 
break ea'fily, oilen exposing part of the sensitive tissue be- 
neath. The nail does not drop off, and as the general nutri- 
tion improves it grows out again. This form is more often 
seen than separation of the nail. When the latter takes 
place the nail becomes greenish-brown, thickens, and begins 
to separate from ifa bed at the free border. Often the separa- 
tion is complete and a new nail forms. 
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Describe paronychia. 

Paronychia begiua in the tiseues about the Dail, and by 
extension involves the nail bed and the matrix. The disease 
may be dry, inflammatory, or ulcerative. 

Dry paronychia cousista of a thickeniug and an exfoliation 
of the skin about the nail, beginning usually at the corner. 
The corium becomes infiltrated and wart-like. The infection 
is indolent, and the parts take on a yellowish color. The 
entire body of the nail may be iuvolved. The epidermis 
may exfoliate over the first joint of the finger. This disease 
shows very slight, if any, inflammatory disturbance, occurs 
early in syphilis, and is most common in women. 

Inflammatory paronychia begins at any point around the 
nail as a round or oval swelling of a dusky color, which is 
painful under pressure. The disease somewhat resembles 
tbe ordinary "run around," but is chronic. The swelling 
finally disappears by aheorption. 

Ulcerative paronychia may l)egin at any part of the nail 
as an encircling sore, and may undermine the nail so as to 
destroy it. If the ulceration destroys the matrix the nail is 
not renewed. 

What ifl the treatment of sTphilis of the nails 7 

Internal specific treatment should I)e continued. In onychia 
sicca the nail should be carefully trimmed and protected. In 
severe forms the fingers should be soaked daily in hot bichlorid 
solution (1 : 5000) and the parls anointed with theoflicial blue 
ointment. 

Paronychia and separation of the nail with exposure of the 
matrix are best treated by daily applications of liquor potaasse, 
followed by some such local application as the following ; 

B Mercurial ointment, 1 pnrt; 

Kachyton ointmeni, 2 parts.— M. 

8ig. — Apply locally (protect). 

In ulcerative paronychia the ran surface should be exposed 
and touched with nitric acid or a 12 per cent solution of 
nitrate of silver, and followed by wet bichlorid dressings 
(1 : 2000), especially if there is swelling. Subsequently, an 
Antiseptic powder should be used or blue ointment applied, 
,,,,„ (..ooglc 
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Profuse granulations of tbe matrix may require cutting 
dowD with caustic potash — 1 dram ba 1 ouuce of water. 
Goulard's extract la at times very useful. The iodide should 
Ite added to the iuterual medicatiou duriug this dee[>-seated 
iuflammatiou. 

DescrilM syphiUtic lesions of the mucous membranes. 

These lesious are the same as those of tlie skin, except as 
they are niodifie<l by the more delicate structure of the 
mucous meuibrane, and by warmth, moisture, and irritation. 
Mucous membrane mauifestatious show greater activity than 
eruptions of the skin, owing to the more abundant blood- 
supply. During the secondary stage the lesions are superficial 
erosions, and in the tertiary, ulcerating gumniata. 

Desciibfl erythema t£ the mncons membrane. 

Erythema may occur at any time during the course of 
syphilis, j>articularly during the first month. It is more fre- 
quently seen duriug the general roseohi, but may precede it 
Congestion of the mouth and throat from the inhalation of 
dusi, exjMsure to inclement weather, or from the use of 
tobacco increases the likelthiKMJ of its appearani-e. In tbe 
fauces the manifestation is oflen diffused, but has a definite 
line of demarcation and gives rise to little discomfort. Occa- 
sionally the mucous membrane takes on a milky appearance, 
its epithelium detached in spots. 

Describe mucous patches. 

MuTOus patches, also called mucous papules or plaques, are 
the earliest and most frequent and obstinate evidence of sec- 
ondary syphilis. They consist of flat or slightly convex 
whitish elevations whose surface resembles mucous membrane. 
Their secretion is highly contagious. They are usually found 
on the mucous membrane of the genitals, anus, and mouth. 
They occur at times where the reflection of the integument 
upon itself forms a natural fold. Mucous [Mitcbee are fre- 
quently situated upon the iiiside of the cheek, upon the lips, 
tongue, pillars of thefancea, hard or soft palate; tbe nostrils; 
the umbilicus ; ojvening of the nates ; the vulva ; tbe base of 
the naiU. The lesion consists of a hyperplasia and a pro- 
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liferation of cells in the mucous layer ; the epithelium on the 
surface of the patch remains iutact or becomes detached, the 
surface being depressed by ulceration or raised by further 
development of papillae. 

What are condylomata lata? 

A modification of the papular syphilid, represented by the 



moist papule or mucous plaque of the skin, which by byper- 



Fio. 72.— Condylomata of tlie anus (Taylor). 

plasia of the papillae becomes vegetating. They begin as 
small red spotii, wli<«e epidermis being removed by friction 
leaves a moist grayish sur&ce which is finally converted into 
an elevated disk of reddish or grayish color, with an oSeusive 
and highly contagious secretion. 

yrhaX is the treatment (tf eirthema ? 

It needs no special treatment beyond antiseptic astringent 
applications. 

r.r ..I L.(.HH^Ie 



268 GENlTa URINARY AND VENEREAL DISEASES. 

What Is the treatment of mucous patches? 

If topical applicatioDB of silver (40 grains to 1 ounce) 
fait, a 40 per ceot. aqueous solution of the acid nitrate of 
mercury, or a 95 per cent solution of carlxilic acid may be 
used. When they are buccal the mouth Bhould be frequently 
rinsed and the throat gargled with a saturated solution of 
chlorate of potash. Tobacco should be interdicted. 

What is the troatment of condylomata 7 

Cleanliness is important The parts should be protected 
by the inter|)osition of gauze dressings dusted with some such 
powder as calomel. Large condylomata may be curetted, 
cauterized, and dressed dry. If the tumors are pedunculated 
they may be lifted and snipped away, and the stumps dusted 
with drying powders. They may l>e cauterized and dressed 
dry. In lesions of the vulva antiseptic injections at least 
twice a day are necessary. 

What are the sjrpbilitic lesions of the month 7 

Erythema, papules, vesicles, buccal mucous patches, and 
leukokeratosis buccEe. 

Describe these lesions. 

During a general papular syphilid papules are often seen 
in the mouth, but vesicles are very rare because moisture and 
friction break them down as they form. Habitual smokers 
are likely to have papules at the angles of the mouth. They 
consist of an accumulation of epithelial cells, which become 
whitish in color and in some cases form fissures or erosions. 

Buccal mucous patches are known by their grayish-white 
color. Mucous patches are irregular in outline and, as a 
rule, not perceptibly elevated al>ove the surface. They may 
occur in grayish rings with a healthy center. 

Leukokeratosis is most fref|nently seen upon the buccal 
mucous membrane between the opened teeth. It begins as 
an opalescent irregularly shaped patch which increases in 
size by extension or by blending with new ones until the 
entire surface is involved. The epithelium appears sopgy. 
swollen, and fissured, white near the center, and portions may 
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be exfoliated, leaving a raw bleeding eurfaee. Smokers' 
patches, similarly located, havs very much tbe same uppear- 



What is tlie treatment of secondary lesions in the moutli ? 

Couetitutional medication must be pushed. Local treat- 
ment is practically the same as for mucous patches. Hygieiie 
of the mouth is essential. 

How may syphilis affect the tongne 7 

By erythema, mucous patches, and fissures, aclerosia and 
gummata. These coaditions are quite susceptible to treat- 
ment, but prone to relapse, especially in snioliers. 

Erjrtbema may involve the entire tongue or be limited to 
patches scattered over its surface. 

Mucous patches are generally found on the sides of the 
tongue, and are more painful than similar lesions on other 
mucous membranes. 

Fissures are the result of erythema or mucous patches, and 
are situated on the sides or dorsum of the tongue. 

Sclerosis, a late mauifeetation, usually develops after the 
fifth year of the disease, if at all, and generally appears on 
the dorsum. Superficial sclerosis produces a parchment- like 
induration. It may be circumscribed or difTiised, and is 
proue to ulcerate when irritated. Deep sclerosis may involve 
both mucous membrane and muscular tissue, and belongs to 
tbe tertiary stage. Newly formed fibrous tissue retracts, 
dividing tbe tongue into islands separated by deep fissures. 
In the beginning, while the deposition of the fibrous matter 
is going on, the tongue may be hy pert ro phi ed. The sclerotic 
tongue is prone to ulcerate, especially at points where rough 
teeth irritate it. 

Gummata of the tongue are late manifestations, and may 
be superficial or parenchymatous. 

Superficial gummata commence as small nodules, which 
soften, ulcerate, and have an infiltrated base covered with a 
yellowish- white pellicle. 

Parenchymatous gummata begin as small nodules in the 
muscular tissue, which soon ulcerate, leaving deep cavities 
r.r ..I A.tHK^Ic 
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with sloughing, UDdermiaed walls surrounded by an indurated 
areola. 

Gummata of the tongue grow slowly and painlessly upon 
the dorsum, and interfere but little with its function. Gum- 
matous ulcers are generally multiple, doughy, aud painless. 
The lymphatics are rarely enlarged. 

What Is tlie trea,tmeiit of syphiliB of tlte tongne 7 

For erythema and niueous patches, already given ; for 
Bclerosis the iodids should be added to the internal treatment 
and pushed vigorously ; for gummata increase the mixed 
treatment, the iodid pushed to the liniil. Locally, the parts 
should be kept clean, a 1 :1000 bichlorid solution being an 
excellent wash. Cauteriziition is often necessary, especially 
if there are tissures. 

What iB the important syphilitic lesion of the palate? 

Gummatous iuliltration. It may occur in the hard or soft; 
palate. This is a late lesion and uf grave importauce be- 
cause of frequent irremediable injury. 

Desciibe gummata (tf the hard palate. 

They begin in the periosteum or as iiodulcB in the mucous 
membrane and, unless checked, involve the bony walls and 
destroy them by ulceration. Sometimes the nasal fossa is 
first involved and the hard palate destroyed from that side. 
The characteristic appearance is that of a tense elastic swell- 
ing, seen along the middle line of the hard palate. This soon 
so^ens, ulcerates, and leaves the bone bare. Even after ex- 
posure of the bone the disease can be frequently checked by 
energetic treatment. In tlie absence of treatment the parti- 
tion Itetween the nasal and oral cavities will slough. 

Describe gummata of the soft palate. 

Gummata may be deposited in a circum8cril>ed flattened 
almond-sizeil mass within ihe substance of the soft palate and 
between its buccal and nasal surfaces, or may appear as a 
ditfut^d infiltration. The velum is thickeneil, its mucous 
membrane reddened, and its mobility Impaired. In either 
case there is danger of Iohu of the palatine plate, which oftiCa 
nn,--..i .AntHH^Ie 



SYPHILIS. 271 

occurs without the destructive process baviug given rise to 
urgent symptoms. 

What ia th« treatment of gniniuata of the palate? 

Treatment should be both coostitutional and local. The 
former conaista in full doses of mercury and the pushiug of 
the iodid of potash or sodium. Locally, there should be 
surgical cleanliuess, and silver nitrate or carbolic acid should 
be applied to the edges of the opening. 

What is the danger in syphilis of the nose? 
Great destruction and deformity, owing to the highly 



FlO. 73.— FlatleniDg of th 

organized and delicate structures being attacked by deep 
syphilitic infiltrations. 

Describe syphilitic rhinitis. 

This condition may Ite acute or chronic. It differs from 
the non-specific form only in the exces-sive deposit of con- 
nective tissue, and the often rapid trausitiou into the cirrhotic 
or atrophic stage. 
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What are the secondary lesUms of the nose? 

There may be erythema and mucous patches, but they are 
not common, aud have do peculiar characteristics. 

What are the tertiary lesions of the nose 7 

Gummata and difiused infi It ration ; deep and fibrous degen- 
eration. 

DeBcrihe gnnunata and diffused infiltration. 

They are moat coiiimon on the septum and floor of the 
nostrils, the posterior narea and turbinated bodies, although 
they may appear at any poiuL Deep destructive ulceration 
develops usually from the disintegration of gummatous infil- 
tration. 

Describe fibroid degeneration. 

Fibroid degeneration is seen most often in the depraved, 
degraded, habitual criminal class. It attacks by preference 
the turbinated bodies. These bodies are enlarged, appearing 
dense, hard, yellowish-white or red, and are converted into 
peiluncuiated, sessile, fibroid polypi, which obstruct the nasal 
canals. They may ulcerate. 

Destruction of the bones of the nose is limited to the tur- 
binates, or may be complete. Common sequelae are perfora^ 
tion of the cartilaginous and bony septum and of the palatine 
roof, caries and necrosis of Itone. ozena, and extension of the 
disease to the antrum and to the bonet^ of the face and skulL 
Cases of resulting brain and meningeal involvement with 
death have been re[)orted. 

What is the treatment of syphilis of the nose? 

Internal specific treatment should be pushed vigorously, 
with the iodids in excess. Local treatment of rhinitis calls 
for the measures adopted in the treatment of catarrhal inflara- 
malion. Mucous patches, condylomata, gummata, and dif- 
fuseil infiltration are best treated with nitrate of silver. Deep 
destructive ulcers heal quickly under local treatment with 
iodoform. Dead bone which has any attachment should not 
be removed. 
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Are the secondary lesitms of the throat Important ? 

Not by comparisoD. The descnptioa of syphilis of the 
mouth will apply equally to them. 

' What are the tertiary lesions of the throat? 

Gummata, diffused infiltration, and ulcerations. Gummata 
and diffused infi It ration have been described elsewhere. 
Superficial ulcers appear rather early in the general disease, 
and deep ulcerations, though they may appear early, properly 
belong to the tertiary stage of the disease. The posterior 
portions of the lateral walla are the most common seat of the 
legions, which have the general appearance of similar lesions 
of the mouth. The cicatrices of healed ulcers often cause 
great deformity of the pharynx and soft palate. 

What is the treatment of syphilis of the pharynx? 

Ulcerations are to be treated locally aa described for ulcers 
ffltuated elsewhere. Constitutionally, mercury should be given 
in moderate dosea and the iodids pushed. To derive the best 
results from local treatment the parts should be thoroughly 
cleansed by disinfectant sprays and the cleansed suriacea 
touched direct. Iodoform generally gives the best results, 
especially when the ulcerations are deep. 

Describe syphilitic lesions of the larynx. 

Laryngeal lesions are insidious, chronic, painless, irregular 
in the time of their appearance and severity, and usually 
result from faulty early treatment The lesions are super- 
ficial and deep, depending upon whether they appear early or 
hite. 

Lesions of the secondary stage are all superficial, and are : 
erythema, mucous patches, superficial ulcerations, chronic in- 
flammation, and vegetations The lesions of the tertiary 
period are; gummata, fibroid degeneration, deep ulcerations, 
and perichondritis. The above forms, except vegetations and 
perichondritis, have been descrilwd elsewhere. Cicatricial 
contraction following laryngeal lesions may not only perma- 
nently affect the voice but may even endanger life by forming 
a web-like constriction of the parts. 
18 
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Describe Tegetations of tiie larynx. 

Vegetations are little oauli flower-like growths. They may 
spring from tlie margins of an ulcer or frum the mucous 
niembraue. 

Wbat is the treatment of vegetations? 

Constitutional treatment should be puwlieci. If the growths 
are large and emliarrasa resplratiou, and are not controlled 



Fig. 74.— Fresh eumroata on Ihe enictoltia and Bvphilltfc inflltmtion of Ihe 
right tnit v.n>al c.riJ nii<l ventricular Iwiul Kininwald), 

by constitutional treatment, they may he removed by direct 
applications. 

DeBcnbe perictaondritie of the larynx. 

Perichondritis results from bulging ()f an inflammatory or 
ulcerative process in the mncous or submucous tissue. The 
wirtilage thua becomes surrounded % a purulent infiltration. 
If caries occurs, necrotic portions are exjielled as granular 
detritus or as a well-formed sequestrum. 

The entire cartilage may he destroyed. Recovery takes 
place, but there is impaired function." The distnrliance in 
laryngeal syphilis miiy extend from a slight modification of 
the voice to most extensive destruction of tiss'ue and deformity 
of the organ. 

Qive the treatment of syphilis of the larynx. 

Treatment should be both coof^titutional and local. The 
former consists in moder.tte doses of mercury with full doses 
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of iodid of potassium. LochI treutment cunsists of thorough 
surgical cleanliness. The ulcerations niny be dusted with 
iodoform. The bichtorid spray is useful. If there is alarm- 
ing obstruction tracheotomy may be demanded. If loose 
plutes of cartilage iuteriere with respiratiou they should be 
removed. 

Describe sTphilis of the trachea. 

Syphilitic lesions of the trachea are similar to those in the 
larynx. Ulcers forming gummata may cause stricture. The 
priuci{}al symptoms are purulent ex|)ectoratioii and dyspnea. 
If stenosis occurs it is usually just alwve the bifurcation. 

WbaA is the treatment of syphilis of the trachea? 

Constitutional and local. The former consists in nioiterate 
doses of mercury with lai^e and increasing doses of the 
iodids. Local treatmeut consists uf inunctions of mercury 
over the thyroid cartilage, and the inhalation uf calomel, 
iodid of zinc, or iodin, in the form {»f a spray. It may \>& 
necessary to dilate or divide the cicatrices following ulcera- 
tion. 

Uay syphilis attack the genito-urinary organs? 

Yes, especially the body of the i>enis, the epididymis, and 
the testicle proper. 

Describe syphilis of the corpora cavernosa. 

The disease usually ap|>eara as nodules, situated well for- 
ward in the pendulous portion of the penis. They may inter- 
fere with erections, but are otherwise [minlesa. 

What is the treatment of syphilis of the corpora cavernosa? 

Constitutional, the admin istratiim of mercury in moderate 

doses, the iodids in full amount I>wally, mercurial inunctions. 

Describe ayphlUs of the epididymis. 

Syphilitic disturbances of the epididymis usually occur 
early, but may be as late as the fifth year. The lesion, which 
is alow and painless in its growth, consists of a smooth, hard, 
round, or oval, movable tumor, the size of a |)ea or beau, and 
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usually attacks the globus major. It yields to mixed treats 
ment and rarely degeuerates. The testicle should be smeared 
with mercurial oiDtmeat aud su[)))orted by a suitable haudage. 
Sometimes effusion iuto the tunica vagioalis needs to be 
aspirated. 

Describe STphilitic orcMtds. 

Late syphilis of the testicle proper is rather common. It 
may occur as early as the fourth month, but in the majority 
of cases it is a tertiary lesion, appearing several years after 
infection. Que or both tet^ticlee may be involved, either at 
the same time or consecutively. There are two forms. Scle- 
rosis of the connective tissue, aud gunimatuu» formation. 

Describe Byphilitic sclerosis of the testicle. 

The organ is somewhat enlarged, but painless, causing 
little inconvenience. There is often an accompanying hydro- 
cele. At first there may be little projections upon the surface 
of the testicle, which progress, fuse, and form a hard tumor 
resemliling the normal testicle. Ultimately the testicle con- 
tracts and atrophies. 

Describe gummatous orchitis. 

Gummy material is dejMsited in masses through the testi- 
cle, which is much increased in size. The organ is hard and 
dense, painless, but <legeneration is common. The contour 
of the testicle is usually regular. When degeneration begins 
the scrotum becomes n<lherent, red, and glazed. There 
usually follows a destructive fungus-growlh of the testicle. 

What is the treatment of syphilitic orchitis ? 

The constitutional treatment should be pushetl, with mer- 
cury in moderate doses and the lodids in exe-3Ss. Local appli- 
cations of mercurial ointment are indicated. Usually, if the 
fungus is large, castration is necessary. 

Describe STphilis of the rectum and anus. 

The most frequeut secondary manifestation about the rec 
tum and anus is the mucous patch which occurs in various , 
forms. They are the red papule, fissure-like cracks, tuiali, 
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round, gray patches, elevated or vegetating patches. The 
tertiary lesioDs are giimraata and iafiltratious. 

Describe the small red papules. 

These are slightly elevated and generally multiple. They 
appear on the mucous membrane, but may involve the muco- 
cutaneous junction. They break down and form ulcers. 

Describe the fissnre-like crack. 

It occurs between the radiating folds of the anus, appear- 
ing doughy or granulated, and is covered with a dirty secre- 
tion. Fissures are not accompanied by inflammatory deposit 
and leave no scars. 

Describe the small, round, gray patches. 

They occur upon the mucocutaneous and cutaneous sur- 
faces just within the anus and are generally dry, not elevate<l, 
and multiple. If there is much thickeuing at their base they 
are likely to leave a white cicatrix. 

Describe the elevated mucous patch. 

This condition occurs as a papular eruption, adhering with 
a broad base, and more or less inflammation and thickening. 
The patches secrete an abundant fetid fluid which irritates 
the surrounding parts. The fluid may irritate the papillse 
over which the patches are situated and cause them to en- 
large. When the papillae enlai^e they branch upward, their 
vessels multiply and dilate, the summit of the growth in- 
creases in width, while the base remains the same, and there 
is developed the caulifiower-like growth distinguished as 
vegetating mucous patehes, venereal warts, or condylomata 
lata. With its change of character it requires, in addition to 
antisyphilitic remedies, surgical interference. 

Describe the ulcerations. 

The ulcerative lesion occurs more frequently in the sec- 
ondary period as a local inflammatory efl'usion. As infiltra- 
tion occure they break down, leaving ulcers which bleed 
easily but ar^ not very panful. They are generally situated 
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just at the verge of the nnus or between the radial folds, 
where tliey appear as fissures. 

Describe the gnmmnta. 

They are rarely seen ahout the anus, but occur in the rec- 
tum, vbere they are the most frequent cause of stricture. 
They are globular, elastic, cellular (lep)site in the auhmucous 
tissue. They may be single or multiple, small or large; at 
fir>it they are not attiiched to either the mucous or muscular 
wall of the gut, but later involve Iwth. The deposit of 
fibrous tii^ue continues until it encroaches upou the caliber 
of the (Tut. 

What is anorectal syphiloma ? 

A fibrous infiltrtition of the rectal wall. It begins in the 
subcutaneous tissue and is essentially a hyj>ertrophic proctitis, 
tending to a sclerotic stage. Digital examination shows a 
thickened, leather}*, inelastic condition of the rectal wall, more 
or less nodnlar aud extending usually 3 to 5 inches upward 
from tlie anus. After contraction there follows ulceration 
which involves the nuicous membrane above the strictured 
portion. Ulcerationa are prolmbly due ti> abrasions. 

Qive the treatment of ssrphilis of the anus and rectum 

Hj emplovnitt thi uiuuilmn methm] ccnsi leralile irritation 
of ibt alimtntirv tnct nm\ be i\ ndtd The local treatment 
for the 80c<m lanes consi^ra ni lui^inil cleanhness the pnitec 
tion of the (Mirts stimulatmjr and soothing applications Dry 
dressings are called for The tertiary manifestations must 
be met by the condiined method of treatment the mercury 
given by inunction and the mmIkU in excess internally 
Ulceratinp; gumnntn in tbc reitnm should Ite curetted and 
treated with irrigationi, bellow Wiish or a 1 WOO bichlorid 
solution IS the Ik^sI nnti«epti& If the gut is contracted it 
should he dilited wilh reftil Imugies Rpclnl stricture so 
common a sequence of the infiltration from gumma and 
fibrous dejuwit, should l>e treated conslilutionnll> nnd locilly 
The local treatment may consist of dilatation or <1ivision of 
the stricture and appli<atious of mercurial ointment Thor 
nnir\ Biir^cal cleanliness is important 



How maj syphilis affect the n 

By producing iiieuiugt^ai iiifluiiiitiatiou aud exudation, 
tuiuors, and chaugea iu the arteries and uerveH. 

Syphilitic lesions, sucti an exostoses and necroses, situated 
ou the inner table of the skull or located somewhere along 
the spinal column, may by pressure excite inflaninmtiou of 
the membranes, finally pruduciug morbid changes in tbe 
brain or cord sultstauce. 

Strictly speaking, syphilis of the nervous syi^tem is not 
syphilis of nerve tissue. The lesion involves primarily the 
membranes, vessels, or connective tissue. The |)rocess im- 
pairs function and produces degeneration of the nerve cells. 

Syphilitic nervous affections may develop at any time be- 
tween six months and twenty years afler the appearance of 
the initial lesion. They are more likely to appear in men 
than iu women, occurring from the twentieth to the fortieth 
year. Persons sufTenng from previous nervous aflectious are 
quite susceptible. 

What Btrnctures are commonly affected in syphilis of the ner- 
vooB system? 

The brain and cord and their coverings, the arteries and 
nerves. The lesion in the brain and cord is always secondary 
to syphilitic alTeclton of the meninges, bones, or blood- vessels, 
softening frequently being the pathologic change. 

The dura mater, either cerebral or spinal, is very likely to 
be involved by syphilitic disease, the change being character- 
ized by thickening due to cell proliferation. This membrane 
may be attacked alone or the process may also involve the 
inner table of the skull, that ])art of the membrane envelop- 
ing the base of the brain being, however, oltener affected 
than any other portion. 

The arachnoid and pia mater are also involved in the 
pathologic process. 

When the brain becomes syphitized the lesion is more fre- 
quently located at the l>ase, in the anterior ami middle 
foBsse. 

Syphilis of the arteries at the base of tbe brain is common 
and produces obliterative arteritis, which impaii^ the blix>d- 
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supply to the brain substance witii resultaat sol^niug of tbe 
parla affected. 

The cerebrospinal nerves are frequently involved by 
pressure from iuflaniniati>ry exudate and gummatous deposit, 
which produces various sensory and motor symptoniij. 

The cranial nerves principally affected are the third (motor 
ocult) and sixth (al)ducens) pairs; the second (optic), first 
(olfactory), and fourth (pathetic) pairs may be affected, while 
tiie seventh (fecial) pair is rarely attacked. Syphilitic sub- 
jects occasionally manifest aymi>toms of disseminated neuritis, 
vhich evidences involvement of the peripheral nerves. As 
the result of syphilitic |)oisoii the sympathetic nerves may 
undergo degeneration and atrophy. 

What is the common lesion in brain syphilis ? 
Gummatous meningitis. 

What are tlie earliest and most constant symptoms of brain 
syphiUa? 
Severe and more or less i>ersiatent headache, uausea, and 
vomiting. After a abort time there may develop an attack 
of hemiplegia, frequently accompanied by crauial nerve pal- 
sies. ()ptic neuritis is at times seen. Coma, epileptoid 
attacks and somnolence are accompanying symptoms. Men- 
tal deterioration, as evidenced by impaired memory, undue 
irritability, lack of power of attention, and tardy process of 
reasoning, is particularly seen when the convexity is attacked. 

What is tlie character of sjrphilitic tumors of the nervoiu 
system? 

They are grayish-red in color, highly vascular, and consist 
of small round cells imbedded in connective tissue ; they sub- 
sequently by degeneration l>ecome yellow and hard. They 
vary greatly in size and numlier and occur chiefly at tbe 
base of the brain, near the Sylvian fissure. The cord and 
medulla usually escape. 

Bescribe syphilitic hemiplegia- 
Hemiplegia is of frequent occurrence in syphilis of the 
brain, and ordinarily appears before the tenth year. Its pro- 
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dromata are severe localized heailache, yertigo, meDtal dis- 
turbance, aud convulsions. 

Motor fuuctioa iu some cases is but slightly disturbed, but 
the lust! of power may be complete. 

Complete hemiplegia may come on suddenly or gradually. 
In cases of gradual onset the patient is w^nizaut of muscular 
weakuess. 

Hemiplegia may slowly improve, but the opposite side, or 
the same side, may be attacked Hul>sequently. 

The disturbauce of general sensation is rarely promiaeut, 
but occasionally there is loss of both motion and seusation. 

May epilepsy be due to syphilis? 

Yes. It is quite common in cerebral syphilis, and prac- 
tically the same symptoms as iu the non-syphilitic disease are 



The proguosis is less unfavorable in the specific variety. 

Describe syphilitic paraplegia. 

Paraplegia is a common form of spinal syphilis. The 
onset is usually slow, and is characterized by progressive 
paralysis involving the lower extremities, and is atteuded 
with much pain. 

Seusation may be abolished or exaggerated. 

Loss of control of the rectum aud bladder is common. 

Under the most favorable conditions the symptoms may 
disappear slowly. 

Paraplegia, like hemiplegia,, is usually a late manifesta- 
tion. 

Hay locotootor ataxia result from syphilis? 

Yes. In about 70 per cent, of all cases of this disease 
there is a history of syphilis. 

The symptomatology and treatment are the same whether 
resulting from syphilis or other causes. The prognosis is in 
any case bad. 

Describe general paresis due to syphilitic infection. 

The disease usually manifests itself hy a period of excite- 
ment or irritation, succeeded by demeulia and paralysis. 
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In a smaller proportion of cases there ia a prolooged period 
of depression and hypochondriasis instead of the excitement 
of the first stage of the typical disease. 

In other cases the patient passes into a slowly progressive 
dementia without the previous stages of excitement or depres- 

The first symptom shown iu the common type is a change 
in dis{K)sition. Tlie patient becomes irritable and is afiected 
by trivial annoyances. He becomes easily fatigued, shows a 
lack of interest in affairs, and his judgment is impaired, as is 
often demonstrated by faulty business transactions. This 
state is followed by one of mental exaltation. He is happy 
and possesses delusions of grandeur. He makes extravagant 
purchases, and imagines himself possessed of immense wealth, 
enormous strength, and great power of control. 

During this stage there may he violent outbreaks of excite- 
ment The physical symptoms are tremor, hesitating and 
thick speech, pupils uneven and irresponsive to light, weak- 
ness of the bladder an<l sexual function, and inco-ordinate 
staggering gait. The knee-jerks are either exag^rated or 
alwlished. Vertiginous and apoplectiform attacks and epilep- 
toid convulsions occur. 

Insomnia is prominent The appetite remains good. In a 
short time distinct evidences of dementia are shown. The 
patient becomes more quiet and there is a tendency to som- 
nolence ; at this time he fells to recognize his best friends, 
shows no interest in thmgs about him. There is complete 
disorientation. He liecomes filthv in his habits and must be 
looked after constantlj He finally becomes bedridden and 
dies from exhaustion Three, vears is the average course of 
the disease, though ca.-ves mav terminate within a year or be 
prolonged fifteen years 

What is the general treatment of syphilis of the neirous 



Syphilitic disease of the nervous system almost invariably 
depends upon pressure from a syphilitic deposit, therefore the 
iodids are demanded in increasing quantity until the symp- 
toms yield or the patient becomes intolerant of the drug. 
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The author gave to an aged patient suffering from gumma of 
the brain 360 grains of iodid of potassium daily for ten days 
with apparent beuefit. The dose of a mercurial that is his 
limit of tolerance should be admiuistered also. 

What are the fomiB of ^Tphilitic iaTolTement of the mnscleB? 
Irritative, interstitial, and gummatous myositis. 

Describe IrrltatiTe myositis. 

The muscle becomes byperemic and t«Dder to pressure or 
movement, but shows no evideuce of iiifl animation. The 

affection usually passes for muscular rheumatism, the pain 
being of the same sort After a time it disappears entirely 
with or without specific treatment 

Describe interstitial myositifl. 

A chronic infiltration, usually about the end of the first 
year, of small cells of the connective tissue uniting the 
fasciculie of the muscle. Ultimately the infiltrate hardens 
and destroys the muscle substance by pressure, which causes 
atrophy. The deposition of cells is attended with pain. The 
muscle contracts longitudinally as well as in tis transverse 
diameter, and may continue to do so for years. The flexor 
muscles, especially those of the upper extremities, are most 
often attacked. 

Describe pimmatons myositis. 

A painless and deliberate infiltration of the muscles which 
may become markedly indurated or break down and dls- 
chai^e through the skin. The lai^ muscles are usually 
affected. 

What Is the treatment of arphilitic myositis? 

Mixed — with the io<lids in excess. Mercurial inunctions 
may be applied over local areas, and any softened spots may 
be opened freely. 

Describe syphilitic bursitis. 

Early syphilitic bursitis cnnsisls in a mild congestion or 
slight effusion ; late lesions consist of gummatous infiltration. 
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The bursa may Dot be primarily involved, but becomes 
aSected from adjacent titeue. 

What is the treatment? 

I^rge doses of the iodid of jKttassium and moderate closes 
of mercury are necessary. The joint involved should be 
properly immobilized. 

What bones may be affected by syphilis? 

Any IwHie of the "body may suffer from syphilitic infiltra- 
ijon early or late, in either actpiireii or hereditary syphilis. 
The froutal and parielal iwitea, the rihs, tlie steruuui, the 
clavicle, and the tibia are must liable to be affected early. 

In what locations do the lesions occur in the hones? 

In the nie<lullary canal or the ])eriosteum. The deposits 
are pinkish-white or fjray in color, and are vascular-like 
grauulation ti«iiic. The tumors or Jiodes vary in size from 
i to Ij iuehes in diameter ami mny l>e j inch in height 
They are round, smooth, hard, and immovable. 

Describe osteoperiostitis. 

This lesion consists of a fluid or gelatinous infiltration of 
the hone and its roveriuf;. 

The nodes under pn)i)er treatment generally undergo reso- 
lution, l)Ut the skin may break down, forming an ulcer. The 
infiltration may form an exostosis in the periosteum or a true 
hypertrophy of the bone. 

Describe osteomyelitis. 

This syphilitic infiltration commonlv occurs in the long 
l)onc8, allncknig the mednllarv canal, but may be seen in 
any part of the hone. If the skull is attacked necrosis and 
perforation occur from the de|Wsit breaking down in the 
diploe. 

What is the treatment? 

The snme as that for other dangerous tertiary lesions 
""Iready described. 
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Describe the joint-BTmptoma of tlie secondary stage. 

Pain in the lai^e joints is one of the frequent early mani- 
festations of syphilis. The lesion is a specific inflammation 
of the synovial membmne and fibrous tissue. There may 
be at times an effusion into the joint, and there ia often pain, 
which is worse at night, and slight stiffness ; and if the car- 
tilages are involved, slight crepitation of the articulation. 
Describe synoTitis. 

This affection is seen in the tertiary stage as a chronic 
effusion luto the joint, which becomes stiffened, painful, and 
swollen. The efl^usion develops deliberately as does the gum- 
matous thickening of the joint-tissue. Crepitus indicates 
that the cartilage is iavolve<l. Ankylosis occurs in rare 
instances. 

What is the treatment of synovitis? 

It is the same as for deep tertiarj- lesions. When the 
kuee, which is tlie favorite point of attack, is the part in- 
volved, it is sometimes necessary to use a posterior splint 
Early treatment is usually successful. 

How may the fingers and toes be affected ? 

By gummatous infiltration, the connective tissue and fibrous 
structure of the joints or the periosteum or Iwne being in- 
volveil. It appears in two forms. First, that in which both 
the sulK'Utaneous connective tissue and fibrous structure of 
the joints are involved; and second, that in which the dis- 
ease begins in the bone or its periosteum, and extends to the 
articulation. 

Describe the superficial form of dactylitis. 

Its presence is shown by gradual and painless enlargement 
of a finger or toe. If a toe be affected each phalanx is in- 
volved, while in the finger the proximal phalanx alone suffers, 
except in rare cases. The swelling, red in color and most 
marked on the dorsal surface, increases in degree until the 
movement of the joint is impaired. The course of the disease 
is alow and, if untreated, euda in the loss of the joint from 
eroBion of its cartilages. 
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Describe the deep form of dactylitis, 

A gummatous deposit appearing as a periostitis or oat«o- 
myelilia. lis course may be quit* irregular and involve tlie 
phalnnx as a whole or ouly its articulating surfaces. In the 
rare cases in which these tumefactions suppurate the abscess 
appears at the side of the digit. Wheu necrosis of the bone 



Via. 75.— Syphilitic d««ifUtte (Chapln). 

occurs there results a shortening of the finger. The thumb, 

index and middle fingers are favorite locations for dactylitis. 

This affection Is painless and occurs five to fifteen years after 

infection. 

What is the treatment of daetjrlitis ? 

Mixed, with the iodids in increasing doses. Mercurial 
oiiitment a|)plied to the affected member is called for. Oper- 
ative interference is rarely necessary, but immobilization of 
the joint is sometimes desirable. 

la what way may the eye be afTected by syphlUa ? 

Any of the ocular tissues may exhibit forms of acquired or 
hereditary syphilis ; the superficial tissues may show primary, 
secondary, or tertiary lesions, and the deeper structures are 
subject to secondary and tertiary manifestation. It is not 
always possible to differentiate hereditary from acquired, nor 
secondary from tertiary fi)rms, nor can syphilitic changes 
always be difierentiated from conditions due to other Aj%- 
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What manifostations are seen in the anperflcial tdssnes of tbe 
eye? 

The skiD, conjunctiva, and cornea may be the site of a 
primary Bore (chancre ') most frequently seen about the inner 
aspect, margins of the lids, caruucle, or plica Bemiluuaris, 
because infection is most frequently conveyed by the fingers, 
which seek this region in rubbing the eye. The custom in 
certain localities of removing foreign bodies with the tip of 
the tongue furnishes a means of infection. 

These tissues may also show the various secondary erup- 
tions precisely as seen in other parts of the body, and their 
treatment differs from that employed elsewhere only as indi- 
cated in the note for soft sores. A sunken bridge of the nose 
may give the appearance of deformity of the lids, and prop- 
tjjsis, with caries of the lacrimal processes and orbital plates, 
may result in more or less destruction of tissue, pua forma- 
tion, and consequent deformity, the treatment i)f all of which 
must follow general surgical lines with constitutional measures. 

A form of granular conjunctivitis similar to trachoma may 
be due to syphilis, and yields to antisyphilitic measures widi 
local cleansing and astringent applications. 

What is the most common and important syphilitic affectioB 
in this locality ? 
Interstitial (or so-called parenchymatous) keratitis, which 
may depend upon hereditary or acquired syphilis ^usually 
the former — and may also be due to other heretlitary taint 
From 30 to 60 per cent of all cases are due to hereditary 
syphilis, an<l the majority develop before the fifteenth year. 
Instances have orourred of its evolution in utero. The ex- 
ist«nce of cicatrices about the mouth, notched incisor teeth of 
Hutchinson, and broad, flat nasal bridge point to syphilis as 

' Condylomata and rbnnproid of the Hkin and conjunctiva have been 
observed, and their Irealmenl is Ibe same aa when occurring elsewliere, 
nilh the addition n{ mich meanures ns would tend to prevent involve- 
ment of deeper slniclureH by pus infection and inflammalory Iranma- 
t ism —name) J. hot or cold applications (avoidinR lead salts), nnirri- 
(aling anUseplic muihes, and alropin if the integrity iif the eomea is 
threatened. CScatrices will remain, and »n eflbri should be made to 
prevent the formation of Bymblepharon and other deformities. 
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the cause of fliis trouble in a given case, while glandular eo- 

largemenls— hy[iertro[>hied tonsils and adenoids — are more 
indicative of tubercular origin ; both conditions may, of course, 
esiat in the same subject. In the absence of special indica- 
tious unueual tolerance of iodids may serve somewhat to point 
to the cause. 

What are the signs and symptoms of interstitial keratitis ? 

After a few days of lacrimation and pbotophobia with slight 
pericorneal injection, the cornea shows a greater or leas area 
of cloudy infiltration, usually near or below the center, with 
corresponding impairment of vision, which spreads toward 
the periphery by the accession of nfw patches of similar in- 
filtration uutjl the entire cornea, with the exception of a small 
marginal zone, may resemble ground glass. Close examina- 
tion with a lens reveals the individual spots or foci, over 
which niiuute straight blood-vessels with angular branches 
are formed in numerous aggregations, making the character- 
istic "salmon (latchcs," which remain until after alisorptlon 
is well under way. Pain, phot<iphubia, and lacrimation be- 
come intense in many cases, though at times they are sur- 
prisingly al)sent. These symptoms will increase, in Bjiite of 
treatment, often for several weeks. Their sultsidence marks 
the stage of resolution, which occupies from two to six monthe, 
but the limit of absorption ref|mres from one to three years, 
the cornea gradually clearing, ns a rule, from the center. 
The disease may begin in both eyes, but usually one eye ia 
affected first, the second eye, however, almost invariably fol- 
lowing in from a week to a few months. 

What is the treateient for interstitial keratitis ? 

In the early stages irritants are to be avoided ; later, they 
are useful. Hot fomentations for ten minutes every two 
hours and atropin 1 to 4 grains to the ounce instilled from one 
t') four times a day, or in sufficient strength and frequency 
to maintain constant mydriasis without producing toxic symp- 
toms. Cocain is to be avoided if possible on account of its 
tendency to render the superficial epithelium brittle. It is 
better to resort to mild opiate,* infernally or a 1 or 2 per 
cent, solution of ^-eucain. In some instances dionin is efiective 
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in 5 or 10 per cent, solution — strong enough to produce 
Bome conjuDCtival chemosis ; frequently it is uot tolerated. 
Complete rest in bed in a moderately darkened room is occa- 
sionally advisable wlien pain is severe. Under such circum- 
stances iced applications for a short time may be serviceable. 
Relief from pain is a very important factor in shortening the 
period of irritation, and a liberal use of opiates may be 
needed. Upon the subsidence of this period stimulating appli- 
catious are indicated. The preparation most used for this 
purpose is a carefully triturated ointment of yellow oxid of 
mercury, from 1 to 5 per cent (usually 2 per cent-), a small 
portion being placed within the lids by means of a sterile 
probe or smooth glass rod, to l>e followed by gentle but firm 
rubbing through the closed lids once a day for a period of 
many months. Atropin should be continued until the injec- 
tion subsides, and hot fomentations may be used with advan- 
tage two or three times a day for several months. 

As soon as returning vision permits, erro.rs of infraction 
should be closely corrected. From the outset active sup- 
portive and alterative treatment is to be instituted on the lines 
of antisyphilitic routine in general, depending on the indi- 
vidual peculiarities of the case. As soon as tolerance for 
light is established the eye should lje protected by shades or 
dark glasses and the patieni turned out of doors. If adenoids 
or other pharyngeal or nasal abnormalities exist they should 
be thoroughly removed, and the upper respiratory passages 
kept clean by means of sprays and local applications of 2 per 
cent, silver nitrate or 10 to 30 per cent, argyrol. In the 
presence of these latter conditions, cod-liver oil may be added 
to the iron, mercurial, and iodid medication with advantage. 

What is the prognosis of interstitial keratitis 7 

Recovery is protracted, but usual, if treatment is well 
directed and persistently carried out Recurrence is not fre- 
■ queut when the disease is syphilitic. Concomitant affections 
of the deeper tissues may take place, resulting in correspond- 
ing impairment of function. Ulceration of the cornea rarely 
occurs, except from neglect or injury, requiring cauterization 
and the use of antiseptic irrigations. 
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In what way may syphilis affect tiie sabcoQjiuiGtival con- 



Id the form of episcleritis, resultiug in the development of 
a purplish elevated patch, usually al)Oiit I inch id diameter, 
a short distance from the cornea. If due to syphilis these 
lesions, though always protracted, will yield to CDUstitutioaal 
treatment, local ap]>iicatious of cocain or Ixiracic acid soiu- 
tioD lieiiig indicat«d only to relieve symptoms. SuImm>djudC' 
tival saline injections and yellow oxid ointment may possibly 
hasten atisurptiou. 

What aie the manifestations of syphilis in the iris ? 

Plastic, serous, and interstitial iritis, ami gumma, which 
occur in an average of alxiut 3 |>er cent, of all cases of ac- 
quired syphilis, and frequently in the congeuital form. From 
30 to 60 per cent, of all cases of iritis are syphilitic One or 
both eyes may be involved at the same time or nt longer 
intervals, but there is no such uniform involvement of the 
fellow eye as in int«rstitial keratitis. 

Through the formation of synechi.-e acting as sources of 
irritation, recurrences are apt to take place, and if the 
synechia! are annular fcomplete) secondary glaucoma is apt 
to su|wrvene, necessitating an iridectomy. 

What are the characteristics of plastic iritis ? 

The disease appears usually from the second to the tenth 
month after the initial lesion ; seldom as a primary attack 
after the eighth month; but in hereditary syphilis, while it 
may appear in the early months of infancy, it may be de- 
layt^l for many years ; when seen in early childhood plastic 
iritifl is usually syphilitic. Aside from the common mani- 
festations of all inflammations of the iris, |Ntin (usually severe 
and deep-seated, but sometimes singularly slight), photophobia, 
and some jierturbations of vision with pericorneal injection 
of greater or lew intensity, the iris is sluggish, pupil con- 
tracted, adhesions to the anterior lens cajisuie form in a few 
days ("posterior synechiai), which, under (be influence of 
mydriasis show uneven dilatation of the |>upil, and plastic 
lymph is deposited on the capsule in the pupillary space at 



an early st^e, produciDg correspooding impairment of vision ; 
the suiface of the iris becomes dull, but the cornea and 
anterior chamber remain clear. 

What are the diaracteristdcs of serous iritis? 

In addition to the common symptoms mentioned, the aqueous 
becomes turbid, and the posterior surface of the cornea (Des- 
cemet's membrane) is stippled with numerous minute spots, 
usually in a triangle at the lower margin, forming one of the 
varieties of punctate keratitis. The pupil may he dilated 
rather than contracted, and, while the iris is sluggish, adhe- 
sions form slowly, although the fibrinous de|)0Bits take place 
on the anterior capsule. The ciliary body is frequently in- 
volved in this form of iritis, constituting an iridocyclitis, or 
so-called anterior uveitis. Intra-ocular tension is at first in- 
creased, hut later becomes diminished, except upon the super- 
vention of secondary glaucoma. 

What are the chatacteriatics of interstitial (parenchymatoua 
or cnmmatoid) iritis? 
One or more small elevations are seen in the inflamed iris 
between ite attachment and free border which are smoother 
than the adjacent tissues, from infiltration or edema, of a 
yellowish tint and crosse<l by fine vessels. Upon their absorp- 
tion or scars nor atrophic areas are seen. 

WLat are the characteristics of snmma of the iris? 

This is a late manifestation of syphilis, and occurs almost 
always at the pupillary border of the iris. It is a solitary 
nodule of a pinkish or yellowish tint, and may involve the 
entire substance of the iris. After absorption scars and 
atrophic areas are left. 

What is the treatment of syphilitic iritis and gnnunata? 

Absolute rest in l}ed, except in mild cases, with most active 
constitutional remedies. If a previous course of mercury 
has not been given, it should be instituted at once, in the form 
of inunctions, to the point of incipient ptyaiism. At the same 
time, in severe or grave types of the disease, or later, if con- 
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dkiuos ailmit of a few days' delay, full doses of iodld of 
potassium are to be employed. 

In adults it is well to begin with 30 grains well diluted, 
three times a duy hefore meals, and if tolerated, push to 1 or 
2 drams, lemeiubering that every hour is of vital importance 
to the preeervation of fuuctiou of the eye. As soon as adhe- 
sions of the iris are se|)arated and in the early stages of 
serous iritis, treatment may l>e less vigorous and later take 
the usual fonns in general use for ordinary syphilitic mani- 
festations, with tonics and general hygienic regulations. 

It sometimes hapjteus that salicylates may be advan- 
ti^eously combined with iodids, perhaps because a syphilitic 
subject may have a rheumatic iritis. 

Opiates and sedatives should be used lil>erally. Locally, 
hot fomentatious for ten raiuutes every hour or two duriag 
the most active stj^e, with due regard to rest, are of value, 
or dry heat may be employed by means of gauze dressing 
and a Japanese stove or hot-l)ox. The artificial or natural 
leech to the temple is frequently employed. 

From the first, atropiu should be used in sufficient strength 
and frequency to obtain complete and, if possible, symmetrical 
mydriasis. It is best to b^n with a 1 per cent solution 
repeated in two or three hours, washing the effect on the iris 
and geoeral system. If it is preceded by cocain, its effects 
may be enhanced. In ordinary cases a drop or two of a 1 per 
cent solution, three or four times a day, is suffident after the 
tir.'^t two or three instillations ; it may be increased in fre- 
quency to every three or four hours, and in strength to 3 or 4 
per cent 

Much care is needed in the use of these stronger solutions 
to restrict toxic effects. The head should be turned away 
from the median line and a finger held over the inner canthus 
if possible, allowing all superfluous solution to escape at once 
by the outer canthus. If atropiu itf not tolerated, scopolamin, 
^ to i per cent. ; duboisin, 1 to 2 per cent ; or liomatropin, 4 
to fi per cent, may be substituted. 

If the synechia! are very extensive, and especially in re- 
current attacks, close watch must be kept for the superven- 
tion of symptoms of glaucoma ; tension must be compared to 
the fellow eye if it is not diseased. Sudden increase of pain, 
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litnitatioa of the visual field, or further impairmeDt of vision, 
together with a peculiar steamy appearance of the surface of 
the cornea, are sigiiiticanL Under such circumstances the 
atropia must be stopped, cocain, 10 per cent, solutiou, and 
adrenalin, 1 : 1000, may be substituted, and even a few tenta- 
tive ioiitillations of ^ to j per cent, solutiuu of eseriu may be 
employed. 

If the complicatiog symptoms do not rapidly subside, irid- 
ectomy is to be considered. 

Wliat relation does tiie ciUarr body bear to these concUtions? 
In general terms what is said uf the iris applies to the 
ciliary body as regards conditions and treatmeut. It is rarely 
affected alone. 

What manifestatioiis of syphilis occur in the choroid? 

The choroid forming part of the uveal tract (with the iris 
aud ciliary body) is suliject to invasion by any conditions 
affecting this tract, which is the principal vaecular coat of the 
eye, and therefore readily accessible to all morbid constitu- 
tional conditions elsewhere. 

Choroiditis occurs as a secondary or tertiary lesion of ac- 
quired syphilis or as a manifestation of the hereditary form, 
and with it the retina and vitreous body may be involved as 
well as the iris and ciliary kxly, the lesions being frequently 
congenital. 

What forms of choroiditas are most characteristic of syphilis ? 
Diffuse exudative, central circumscrilied, and disseminated 
choroiditis (choroiditis areolata), the last being most fre- 
quently hereditary, and seconilarj- involvement of the vitreous 
in the form of flaky or shreddy floating opacities, and espe- 
cially aggregations of minute dust-like opacities, being more 
indicative of the acquiretl form. It must be remembered 
that other constitutional diseases may also cau% similar 
appearances. 

What are the appearances of dlfftise exudative choroiditis? 

The ophthalmoscope shows patches of yellow exudate of 
varying and irregular sizes and shapes, sometimes discrete, 
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but usually coalesced in places, which later undergo atrophy 

and reveal a glisteQing white base (the sclera), accumulating 
masses of pigment in their substance or about the matgius. 
The retinal veaaels are seen runniug over these areas unless 
the retina becomes involved, in which case the pigment is 
heaped up over its vessels. Involvement of tlie vitreous 
(hyalitisj is shown by the presence in its substance of the 
floating opacities already mentioned. The areas of choroidal 
infiltration are for the most part permanent (entirely so when 
atrophy and pigmentation have taken place) and cause cor- 
responding scotomata iu the visual field, which are in most 
cases the only symptoms complained of, aside from more or 
less asthenopia. When the inflammation of the choroid has 
been severe and extensive in the earlier years of life, espe- 
cially if congenital or occurring iu infancy or early childhood, 
and commonly when associated with inflammation of the iris 
and ciliary body, an anterior or posterior polar cataract is apt 
to result, but such cataracts may occur without involvement 
of the choroid. 

What are the appearances of central circiunscribed choroid- 
itis? 
The exudate with its subsequent atrophic and pigmentary 
changes involves the macular area only and produces a cor- 
resjwndiiig central scotoma. This form of choroiditis is per- 
haps the least cliaraa) eristic of syphilis and the least likely to 
Ijc accompanied by changes in the vitreous. 

What are the appearances of dissemina,ted choroiditis? 

This form of choroiditis is perha])s the most characteristic 
of hereditary ay])hilis ; it usually affects l)oth eyes, and the 
ojihthalmoscope shows deep, more or less circular, patches of 
pigmented exudate thronghout the fundus, rarely involving 
the retinal slromii. These patches are apt to lie of rather 
uniform size, usually of alwut J to J "disk diameter." 

What manifestations of syphilis occur in the retina 7 

Ryphilitic retinitis, eitiier diffuse or central, with or with- 
out involvement of the optic nerve, vitreous and other struct- 
ures, and pigmentary degeneration of the retina — the latter 
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COnditJOQ as an hereditary leeioQ, either cougenital or begin- 
ning it) childhood ; the two forma either as hereditary or ac- 
qnired manifestations. 

Wlut am tia cbaracteristics of diffiise syphilitic retinitis ? 

In acquired syphilis the disease is apt to appear about two 
years after the initial lesion. Vision is impaired by concen- 
tric limitation of the field if the nerve is involved, or by the 
formation of acotomata of various forms, metaniorphopaia and 
photopaia, sometimes with ujstagnms and night blindness. 
The ophthalmoscope shows more or less numerous yellow or 
white patches of infiltration — some of which become pigmented 
— and the vessels are tortuous if the iierve is involved, with 
more or less general grayiah cloudiness ; later, the vessels are 
shriveled and the disk may become pale. Vitreous opacities 
are common, especially in the posterior portion of the body, 
spread out in a fine dust-like mass. Hemorrhage may occur, 
but is not common. 

The disease when once l>egun is essentially chronic and 
may lead to extensive destruction of tissue and complete 
blindness. As in choroiditis, posterior i>olar cataract may 
occur. Relapses are common. 

Wliat are the characteristics of central syphilitic retinitis ? 

Vision is usually impaired by a central or paracentral 
scotoma, with raetamorphopsin. The ophthalmoscope shows 
a number of small s|>ots of infiltration, sooner or later with 
some pigmentation in the macular region. This form is 
especially liable to recurrence. 

What are the characteristics of pigmentary degeneration of 
the retina? 
This condition is either hereditary or begins early in child- 
hood, and its relation to syphilis is not unequivocal. It re- 
sults in impaired vision and, in the majority of cases, blind- 
ness. Central vision may remain quite good after the field 
has been narrowed to a very small area. Defective illumi- 
nation produces undue interference with vision (night blind- 
ness), and nystagmus is common. The ophthalmoscope shows 
characteristic deposits of small stellate intermeshing masses 
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of pigmeDt, beginDing toward the periphery of the fundus, 
espetually the temporal side, and gradually eucroacbing upon 
the macular area, with attenuation of vessels and, finally, 
more or less atrophy of the papilla. The condition is chronic 
and treatnieut probably of little value. In otlier retinal 
afiectioua treatment with iodids, mercury, and tonics should 
be pushed vigorously. 

That general condition of tlie vascular system depending 
npoii syphilis may be seen in tlie retina 7 
The retinal vessela otteu afford the opportunity of observing 

the earliest iuilicatious of arteriosclerosis. 

What affections of the optic nerve occnr as manifestations 
of syphilis? 

The optic nerve may be involved either primarily or as a 
secondary condition dej^eudent upon cerebral gumma. In 
the former condition either the papilla (papillitis) or nerve 
trunk (retrobulbar neuritis) may be affected, or lioth ; in the 
hitter the disturbance is due t<i interference with circulation 
from preiMure, and is the most frequent cause of the appear- 
ance commordy tlesignated as choked disk. 

The adjacent retina may be involved in the process, consti- 
tuting a neiiroretinitis. This manifestation of syphilis is 
usually, if not always, the result of the acquired form, as a 
secondary or tertiary lesion. There is no distinguishing 
feature iu these disorders ti> stamp them as syphilitic, and 
the diagnosis must be made by corroborative evidence and 
exclusion. 

What are the features of inflammation of the optic nerve 7 

Vision may or may not be perceptibly impaired, and the 
impairment may he slight or marked, sudden or gradual. 
Close examination of tlie field detects an unusually lai^e 
normal blind spot and impairment of field for colors, espe- 
cially red and green. 

TTie ophthalmoscope shows a varying degree of swelling 

of the disk, with oliscurity or loss of its outline ; the arteries 

may be submerged at the disk, but where seen are either 
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unaltered or atteauated ; the veiug eugorged and tortuous, 
dipping into the retioal stroma in places. 

There may be hemorrhages, which are usually superficial. 

As the afiectiou subsides the disk shows the appearances of 
atrophy, except when depeiideut upon cerebral lesions, which 
are removed before trophic disturbances become profound. 
The treatment is constitutional and must be vigorous. 

Wbat mimifestaticiiis of syphilis occnr in Oie ocular mnacles 7 
The intrinsic and estjiusic muscles of the eye show various 
paralyses (ophthalmoplf^ia), due to affections of nerve-trunks 
or branches and to central gummatous deposits or (rarely) 
hereditary syphilis. In cases of external O[ihthaimoplegia 
syphilis is reputed to be the cause in more than 50 per cent, 
and the external rectus and levator palpebrarum are the 
muscles most frequently afi'ected. 

By far the greater number of these lesions are nuclear. 

What are the symptoms of ocular paralysis ? 

Ophthalmoplegia interna affects the ciliary muscle, pro- 
ducing impairment of accommodation, or the iris, producing 
dilatation of the pupil, or both. Ophthalmoplegia externa 
afiecls the levator of the upper lid, producing ptosis, and the 
recti, producing corresponding diplopia and strabismus in the 
form of a true paralysis with impaired motility, whicli must 
be carefully differentiated from the ordinary spastic squint, in 
which the deviation involves little or no loss of motility. 

When due to syphilis these palsies are very amenable to 
treatment, which should consist largely of maximum dosage 
of iodids; but recurrences are very likely to take place. 
During the course of the affection prismatic corrections and 
exercise may be of great assistance. 

Operative measures are rarely called for or justifiable. 

What distnrbances may occur in the middle ear 7 

The middle ear is not frequently attacked, but the inflam- 
matiou may travel by continuity of surface from the throat. 
Mucous patches may develop in the Eustachian tube or upon 
the walls of the middle ear. Thickening or destruction of 
the drum may occur, followed by locmening of the ossicles Qr 
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caries of the bony wall. Patency of the EuBtachiau tube is 
otten lost, the acuteness of beariug being impaired thereby, 
and ot'seoua growths and i>oIyps may destroy the usefulneea 



Ha7 the internal ear be affected ? 

Ves. Byphilitic invasioD is usually late in the secondary 
period and is sometimes consecutive to disease of tbe middle 

Cases of sudden deafness due to syphilis usually occur in 
the earlier years of the disease or as hereditary manifesta- 
tions, the ears frequently Ijeiug affected simultaneously by an 
exudate into the labyrinth involving its entire structure or 
individual parts. The auditory nerve may be affected 
primarily, or seamdarily from a gumma or basilar meuin- 
gitis, in which case tinnitus and vertigo are not proniiuenL 
Id all lesions involving the inner ear or perception mechanism 
the upper tone limit is apt to suffer liret, and bone conduc- 
tion suffers relatively more than air comluction. Where tbe 
cochlea alone Is invade<l, tone-gaps may occur. Cortical 
dejiosils may produce [wychic disturbances. 

There is a sense of fulness iu tbe ear, with tinnitus, and 
vertigo to a degree which produces staggering, but usually 
no pain. 

Give tbe treatment of syphilis of the ear. 

Constitutional an<l mixeil— wilh the iodids in excess, and 
pilocarpin to tbe [wint of producing physiologic symptoms 
in diseases of tbe inner ear ; and surgical cleanliness, with 
surgical measures for drainage when indicated in diseases of 
tbe middle and external ear. 
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THE CHANCROID. 
Define dtancroid. 

CtiaDcroiiJ is a specific, local, coatagiouB, auto-infeclious 
Tecereal ulcer. 

By wh&t other names is diancroid known 7 

Simplesore; softchaDCre or lifcua mo/fe; non-indurated ulcer. 

The Germans call chancroid "the chancre," and to the 
sore of syphilis, which we call chancre, they give tht name 
"initial lesion." 

Is chancroid a germ disease ? 

Yea. It is caused by the streptobacillus of Ducrey. The 
micro-organism described by Ducrey and Unna is a short, 
thick [>acillua, with slight rounded extremities; occurs uf^n 
in clusters, sometimes in groups, either in the cells or between 
them, and is readily stained with borax -methyl- violet, methyl- 
ene blue, or with carbol-fuchsiu. 

Is chancroid a local or constitntional sore ? 

Chancroid is always a local lesion, causing no systemic in- 
fection or reaction. It never leads to syphilis. It is limited 
to the point of inoculation aud to the lymphatic ganglia in 
immediate anatomic relatioushtp. Exce]rtionally in tlie aged 
and in the debilitated, the chancroid may creep from its orig- 
inal focus. Its action depends upon the virulence of the 
infecting organism and lack of resisting power in the tissues 
involved. Chancroid is peri>etuated only by contagion ; but 
sexual intercourse is not essential. Chancroid produces chan- 

Vhat is the frequency of chancroid 7 

Chancroid outuuml>ers chancre four to one in tbe clinics, 
but in private practice the preponderance is reversed. 

What is the period of Incubation 7 

There is no fixed period. The sore usually develops be- 
tween the first and tenth days. When the incubation is pro- 
tracted the virus has been retained before inoculatipu occurs. 
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What 1b anto-mocnlation ? 

The power of the chancroid to reproduce itself upon the 
game person, time and time again, from its own virus. This 
characteristic is an important diagnostic point between the 
filth sore and the chancre. 
Does tlie chancroid protect against a sabsequent infsction ? 

Not at all. 
How many forms of Infection are there? 

Two — direct and mediate. In direct infection the disease 
is transmitted from one person to another in the act of coitus 
or intimate contact ; in mediate infection some foreign sub- 
stance, itself unaffected, serves as a vehicle for the transmis- 
sion of the disease — such as a contaminated towel, the nozzle 
of a syringe, sponges, or surgical instruments, etc. 

What conditions are requisite too: infection? 

A break in the epidermis or epithelium, such as a chafe, 
tear, a mucous patch, an ulcerated herpetic vesicle, the open 
mouth of a follicle; or the infecting agent may be entrapped 
within the folds of a mucous membrane or skin surface when 
beat friction and moisture produce enough maceratioD to allow 
its entrance. 

Can a man conbract chancroid fix>m a healthy von^? 

Yes. The woman may have had recent connection with a 
man suffering with chancroid. The secretion is lodged in the 
healthy vagina. The second admirer absorbs some of it 
through an abrasion ; the woman not having an abrasion 
escapes, or the woman may have had only a purulent dis- 
chai^ which, entering an abrasion and accompanied by 
severe inflammation, produces the chancroid upon the genitals 
of the man. 

Where are chancroids nsnally located? 

One chancroid in one thousand is extragenital. In the 
male the sore ofleii presents itself near or upon the frenum, in 
the sulcus behind the glans, upon the mucous membrane sur- 
face of the foreskin, at the meatus, at the preputial mai^in, upon 
the skin of the penis, and sometimes within the urethral canal. 
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In the female the fourchet is very commonly the seat of 
the chancroid, tlie integumental surface of the labia majors 
and minora, also their mucous membrane sur&ces ; at the 
meatus uriDariua, and upon the skin of the thighs and peri- 



Wliat are the general characteristiGS of chancroid? 

The chancroid begins as a red spot, and the mucous mem- 
braoe or integument surrounding it iS bright-red in color. 
By the second day a papule forms, and by the third day a 
pustule develops. The pustule soon breaks, and beneath is 
found a deep suppurating ulcer, which extends. By the end 
of the first week the sore becomes deep and crater-like, with 

• perpendicular and undermined edges. The development is 
more rapid on mucous roemhrane and raw surfaces than upon 
the skin, which offers greater resistance. 

The chaucroid is moderately painful, more so than the 
chancre, is often multiple and itches. When fully developed 
it is usually circular in outline with edges abrupt and sharply 
cut, floor uneven and covered with a grayish secretion and 
studded with minute elevations. The discharge is abundant 
and puruleut There is an inflammatory edema or thickening 
of the tissues around and beneath the sore, which staples off 

' gradually into the surrounding parts, difieriag from the in- 
duration of the chancre, which is hard and firm and sharply 
limited. The tendency of the sore is to enlarge its area. 

Hama the raiieties of chancroid. 

Follicular, erosive, ecthymat«us. phagedenic, gangrenous, 
serpiginous, and elevated {ulcus elevatum). 

Describe follicular chancroid. 

The pus entering the mouth of a follicle produces a little 
furuncle. It is hard, diisky-red, elevated, and painful. 
Ulceration soon takes place and an irregularly rounded 
punched-out ulcer follows, attended with inflammatory infil- 
tration. 

Describe the chancroidal erosion. 

An erosion being present, its entire surface becomes chdu- 
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croidal aad the ulcer takes ao irregular outline, ragged 
edges, and infiltrated, with a slight areola. The surface of 
the Bore is worm-eaten and covered with a grayish membraue 
formed of necrotic tissue, infiltrated with pus. 

Describe the ectbTmatotts-fonn cIiancToid. 

The chancroid from exposure to air becomes covered with 
a Hcab computed of dried secretiou. 

What is phagedenic chancroid? 

One which ulcerates rapidly and extends heyond ordinary 
limits, in an erratic destructiuu uf its mai^ins, thus changing 
the circular aspect of the typical chancroid to one of irregular 



What is gangrenous chancroid? 

One where there 13 unusual destruction from excessive in- 
flammation. The slough may extend far beyond the original 
point, and result in loss of surrounding tissue. This variety 
is usually found in the aged, the debilitated, and iu persons 
who are suffering from syphilis. 

What Is serpiginous chancroid? 

One which destroys tissue in one direction while healing in 
auother. The surface of the sore is uneven and covered with 
a thick, pultaceous, and grayish secretion, through which the 
florid granulations protrude and bleed easily upon being 
touched. The secretion is copious, thin, sanious, and con- 
t^uus. The sore is extensively undermined, and cases have 
been reported where the whole skin of the penis as far as the 
pubes was affected. The skin is occasionally undermined as 
far down as the knees or upward upon the abdomen. Often 
ulceration will seem arrested, when it will start again, de- 
stroying all uew tissue formed. 

What is the nlcus elevatttm? 

A chancn)iil characterized by marked inflammatory infil- 
tration^niore limited than usual — vegetating above the sur- 
rounding surface and resembling the chancre very closely. 
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Describe tlie pecvliaritieB at chancroid depending upon tlieir 
loc&tion. 

ChaQcroida of the skin usually originate io a follicle, and 
frequently extend to the loose cellular tissue, UDdermiuiDg 
the akin arouud a email opeuiiig. 

Chancroids on the frenura are very painful and persistent 
They bleed easily, and may destroy the frenum and give rise 
to a fistula. 

Urethral chancroids, while rare, are sometimes seen. They 
may arise from the lips of the meatus or may he situated as 
far within the canal as the fossa navicularis. 

Chancroids of the urethra in the female may destroy the 
posterior wall of that-caual and open backward Into the 
vagina. 

Chancroids at the fourchet are very painful and hard to 
cure, owing to the parts lieing subjected to tension. 

Chancroids of the os uteri are rare. They may, when 
present, occupy one or Iwth lips or involve only a portion of 
the cervix. They cause little discomfort, and are usually 
discovered during treatment for chancroids of the vulva. 

Chancroids of the anus and rectum are rare in men, but 
more frequently encountered in women, owing to the ease 
with which the chancroid secretion flows over the perineum 
from a chancroid located about the vulva. In the male 
chancroids of the rectum and anus are usually caused by 
sodomy. Chancroids in this location are very painful, and, 
owing to the constant irritation produced by the sphincter 
muscle and the repeated soiling from stools, are very persist- 
ent and hard to cure. 

Wliat is the treatment of chancroids ? 

Should chancroidal infection be rec<^nized at the time of 
the inoculation, the point of entrance should be immediately 
cocainized, thoroughly opened, curetted, touched with a strung 
caustic — fuming nitric acid, or pure carbolic acid — and 
tlres-sed surgically. The wound should heal by granulation. 

As a rule, the chancroid is well advanced before the sur- 
geon is consulted. Under these circumstances the treatment 
is divided into constitutional and local. 

r.r ..I A.tHH^Ie 
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The coDstitutional treatment consuls iq raising the standard 
of general health, bearing in mind the possibility of syphilitic 
tUDt. Tonics, judicious exercise, attention to the rules of 
hygiene, and concentrated and well-cooked food are essential. 
(>>D8titutioDaI treatment is necessary in the treatment of 
phagedenic, serpiginous, and gangrenous chancroidal infections. 
These highly refractory forms are frequently benefifed by 
immersion in a hot bath or the application of hot bichlorid 
dressings. Morphia should always lie given in sufficient 
quantity to quell the unusual irritability always accompany- 
ing them. 

The local treatment is based upon surgical cleanliness and 
clearing away chancroidal granulations. If the chancroid is 
small and located upon the skin, it may be lifted up and 
snipped olf, the base cauterized, and the wound dressed dry. 
If ou the raucous membrane and small, it may be carefully 
cauterized down to healthy tissue and dressed dry. In the 
treatment of a more extensive chancroid, or one »)f long 
standing, not only its floor should be cleaned of granulations, 
but the undermined edges should be thoroughly curetted and 
cauterized, or even entirely cut away if they can be spared. 
The least particle of chancroidal tissue left in the wound is 
sure to reinfect the entire surface. After-treatment consists 
in the prevention of 9cal>s, and promoting healthy granula- 
tions. I'eroxid of hydrogen or a solution of bichlorid, 
1:2000, is an excellent wash, and may be applied through 
an atomizer under 25 pounds' pressure. Chancroids on the 
skin may he dressed wet, those on the mucous membrane 
dry. 

Chancroids on or near the frenum should be handled care- 
fully. Avoid all utmecessary motion of the parts which 
Stretch the frenum, thus lessening the liability of its utter de- 
struction. If the frenum is eaten through and ulceration 
still uncontrolled resort to radical interference, so as to avoid 
the formation of a urethral fistula. In all chancroids which 
the prepuce will cover dress with gauze interposed between 
the glans penis and the foreskin. 

Urethral chancroids in the male should be cleansed by in- 
troducing ft small soft catheter into the canal l)eyond the 
soie, flushing with some mild antiseptic solution. A weak 
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solution of peroxid of hydw^n or a 1 : 1000 solutjon of 
bichlorid is aa excelleut cleanser. After the ulcer is cleansed 
equal parta of iodoform and boracic acid, or either powder 
alone, may be blown into the urethra or deposited directly 
through ao illuminated endoscope. Cleansing and topical 
applications should bo used after each urination. 

The ulcer may be curetted and touched with caustics direct, 
through the endoscope. After any radical interference swathe 
the penis in hot cloths and keep it elevated. 

Urethral chancroi<ls in the female are dealt with aa for 
those in the male, bearing in raind that the actual cautery, 
the curet, and active caustics should be used with discretion 
in order to avoid the formation of a fistula. 

Chancroids on the fourchet and about the vulva may be 
treated with leas circumspection, as there is uo likelihood of 
fistula formation. Chancnnds of the os uteri may be treated 
radically. The parta are not overly sensitive and can be 
handled with considerable freedom. 

The actual cautery may in some cases be uited. The vagina 
should be thoroughly packed after each treatment. 

Chancroids of the anus and rectum in the male are difficult 
to reach on account of the sphincter muacle. Stretching of 
this muscle is justifiable if treatment is painful or unsatisfac- 
tory. 

The treatment of chancroids similarly situated in the female 
is practically the same; the eversion of the rectal wall by 
introducing the finger into the vagina and projecting it through 
the anus seems an unnecessary procedure. 

In both the male and female the rectum should be thor- 
oughly flushed with some antiseptic fluid, the ulcers exposed, 
dried, and treated locally, as elsewhere indicated. 

Vlubt are tlie principal compllcfttlons of chancroid? 
Bubo, lymphangitis, phimosis, and paraphimosis. 

Describe chancroidal hnho. 

An inflammation of the nearest gland or glands connected 

with the chancroid by the lymphatics. It is always due to 

the absorption of the chancroidal poison through the lymph 

vessels, and occurs during the early or progressive stt^ of 

20 r., ..I L.OtH^le 
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the chaucroid. fiubo commonly appears in the glands below 
Poupart's ligament The glands lying near the middle line 
of the body to the right and left of the symphysis generally 
escape. Adenitis from lesious of the foot or leg attacks 
primarily the glands just below the saphenous opening in the 
course of the long saphenous vein. Bubo occurs in about 
25 per cent, of all cases, and is generally single, forming on 
the ude corresponding with the seat of the lesion ; but this is 
not constant, as the bubi> may be multiple and occur in 
both groins. This is especially so if the chancroid is situated 
in the median line, as upon the frenum. Chancroidal bubo 
is called virulent because the pus it contains is capable of re- 
producing a chancroid. The walls of the chancroidal abscess 
become covered with a grayish diphtheritic deposit; the 
edges are everted and undermined. Prior to the bursting of 
the abscess its course is the same as that of the simple in- 
flammatory bulMt, because its pus is confined. 

Wliat is the treatment of cliancroidal bubo ? 

Usually the enlarged gland is painted with iodin and a 
compress bandage adjusted, or an ointment composed of equal 
parts of mercury, iodin compound, and belladonna may be 
applied. The weight of a shot-bag may be used in the hope 
of aborting the infiammation. Usually the bubo suppurates. 
When practical it is better to enucleate the glands that may 
be involved before the formation of pus. 

When suppuration has taken place the bubo must be treated 
surgically. Prepare the parts and puncture with a small- 
bladed knife at the most prominent part of the abscess wall, 
deep enough to establish the flow of pus. By means of gen- 
tle pressure — the bubo is very painful — force the pus out of 
this small opening. Inject the cavity with, dioxid of hydro- 
gen ; then syringe with a solution of bichlorid, 1 : 5000, until 
the fluid comes away clear. Finally inject the cavity with 
iodoform ointment. A small glass F. P. syringe is filled with 
the ointment by drawing out the piston -entirely from the 
barrel, and filling the latter as a capsule is filled with quinin. 
Insert the plunger and then gently force the ointment into the 
abscess cavity until it is comfortably distended. Apply a cold 
bichlorid compress, which will seal the opening. Apply a 
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bandage aud put tfae patient to bed. If pua forms again the 
treatment ig to be repeated. If three or four treatments fail 
to care, resort to a free opening of the abscess and pacli with 
iodoform gauze. The after-treatment ia rationaL 

Describe chancroid complicated by phimosis. 

The chancroid is subpreputial ; it may be on the mucoue 
membrane of the foreskin or about the gians penis. The 
phimotic foreskin increases inflammation and interferes with 
the treatment Under these circumstances the ulcer may 
eat away the foreskin and circumcise the penis or destroy the 
glans in a wonderfully short time. 

What is the treatment of chancroid complicated bf phimosis? 
When the symptoms are moderately severe aud the space 
between the foreskin and glans can be ballooned by injecdons 
from a syringe, and the ulcer reached and treated, the inter- 
ference is practically the same as laid down for chancroids 
located elsewhere. If retraction of the foreskin and direct 
medication of the ulcer is impossible, resort either to partial 
circumcision — the dorsal incision — or complete removal of the 
foreskin. The object is lo expose the ulcer for topical treat- 
ment. The author has performed complete circumcision in a 
number of cases with very satisfactory results. 

Describe chancroid complicated by paraphimosis. 

If paraphimosis follows nmnipulati<in to expose a subjire- 
putial chancroid, or from failure to replace the foreskin im- 
mediately atler each treatment, the constricting band adds 
greatly to the pain, creates great congestion and edema and 
renders treatment very difficult. The vitality of the sur- 
rounding tissue is lessened, in consequence of which the ulcer- 
ation is rapid and destructive, a condition warranting imme- 
diate surgical interference. 

What is the treatment of chancroid complicated by para- 
pMmoffls? 
If reduction is impossible or not thought advisable, cauter- 
ize the ulcer thoroughly and then incise the constricting band. 

r.r ..I ^L.tHH^Ie 
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After the straogulation is relieved the swelling subsides rap- 
idly under hot bichlorid dresaings. Use every precaution to 
prevent chancroidal infection of the newly cut surface. 

What is chancroidal halanoposthitis ? 

A chancroidal infection of the mucous-membrane lining of 
the prepuce, and also of the mucous- membrane covering of 
the glans penis. 

Inflammation is always severe and destruction rapid. Often 
phimosis follows, so treatment must be active. 

If the glaus can be exposed by retracting the foreskin, and 
the act is not very painful after the exposure of the ulcer, the 
treatment is the same as for chancroids located elsewhere. 
Circumcision frequently shortens the time of treatment in a 
very satisfactory way. 

Wliat Is cbancrotdal lymphangitis ? 

An inflammation of the lymphatic channel connecting with 
the chancroidal area — a very rare condition. Even though 
the bubo suppurates, the lymphatic vessels which carry the 
chancroidal poison are generally spared. When they are in- 
volved there is formed usually on the dorsum of the penis a 
tender cord, over which the skin is reddened. The perivas- 
cular tissue becomes infiltrated and edematous and there is 
considerable swelling. Resolution usually takes place, but 
occasionally one or more points in the general swelling be- 
come more (lainful and red and will finally break down. 
The suppurating points become chancroids. 

What is the treatment of chancroidal lymphangitis 7 

The chancroid itself should he treated radically, as it is the 
depot of supply. The penis should l>e elevated and covered 
with cloths wet with evaporating lotions. The patient should 
be conflnetl to lied and restricted to light diet. The bowels 
should be opened daily. When fluctuatiou denotes formation 
of pus the pocket should be evacuated through a small open- 
ing, the cavity washed with dioxid of hydrogen and irrigated 
with a 1 : 2000 solution of bichlorid, and the opening sealed 
r,:,--..i .AntHH^Ie 
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with iodoform-collodion dreasing. In the case of accumula- 
tion of pus repeat the operation. If inflammatory phenomena 
become pronounced the ahscesa must be opened, thoroughly 
cleaoeed, packed with iodoform gauze, and forced to heal 
from the bottom. As the cavities become chancroidal, thor- 
ough curettment and applications of caustica are necessary. 
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Abdomimal nephrectomy, 134 
Abscess of kidneys, 125 

of seminal vesicles, 59 

peri -urethral, 162 

urinary, 191 

vulvovaginal, 211 
AdenitiB, 163 
Adenopathy, primary, in eyphilia, 

220 
Albumin in urine, 34. See also 

Albuminuria, 
Albuminuria, 24 

tests for, 25 
heat, 25 
nitric acid, 25 
Alkalies in gonorrhea, 142 
Alopecia, ayphilitiC; 263 
Amputation of penis, 37 
Analgesia in syphilis, 233 
Anastomosis, ureteral, 109 
Anesthesia, effect on kidneys, 116 
Anodynes in gonorrhea, 143 
Anorchism, 44 
Anorectal syphiloma, 278 
Antiseptics, urinary, 143 
Anuria, calculus, 129 
Anus, syphilis of, 276 
Aspermia, SO 
Aspiration, suprapubic, 69 
Astringents in sonorrhea, 143 
Atony of bladder, 85 
Atrophy of bladder, 85 

of testicles, 46 
Azoospermia, 79 

BABit», female, inflammation of 
genitals of, 213 

Bacilli, tubercle, specimens of, 



Bacteriuria, 80 

Balanitis, 152 

Balanoposthitis, 193 
from chancroid, 308 
infecting, 224 

Balsams in gonorrhea, 143 

Bergmann's operation for hydro- 
cele, 42 

Bladder, 81 

anastomosis of ureter with. 111 
atony of, 85 
atrophy of, 85 
exstrophy of, 84 
hypertrophy of, 84 
irrigating solutions for, 98 
mucous membrane of, 82 
neck of, 82 
paralysis of. 85 

tuberculoais of, 98 
101 



ulcers, 86 

wounds of, 86 
Blennorrhagia, 137. See also 

Gonorrhea. 
Blennorrhea, 137. See also Gon- 

ophthalmica, 204 
Blood-corpuscles, 23 

in urine, 24 
Bones in syphilis, 284 
Bougie S, boule in stricture, 184 

filiform, 186 

soft-rubber, 186 
Brain in syphilis, 279, 280 
Breast, chancre of, 228 
Brenner's ureter-cyatoBcope, 83 
Bubo, 163 



Bubo, chaDcroidal, 305 
syphilitic, 230 

BureitiB, Bypbilitic, 283 

Cacbbxia, BVphilitlc, 233 
Calculi, renal, 126 

ureteral, 103, 126 

uric acid, 128 

urinary, 128 
Calculus anuria, 129 
Caput gallinaginis, 177 
Carbol-fuchsin stain, 101 
Carcinoma of kidney, 123 

of penis, 37 

of testicles, 47 
Castration. 47, 70 
Casts in urine, 27 
Catarrhal vulvitis in baby, 213 
Catheter fever, 198 
Catheter-staff, Gouley's, 186 
Cavernitis, 35 
Cellulitis of per 
Chancre, 220 

annular, 223 

complications, 228 

dii^osis, precautions, 248 

diffuse exulcerated, in wome 
227 

digital, 225 

dry, 221 

duration of, 225 

ecthymatouK, 222 



lis, 35 
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infected, 228, 220 
inflamed, 228 
mixed infection, 228 
multiple hcrpetiform, 223 

of breast, 228 
of fingers, 225 
of lips, 224 
of mouth, 224 



of oi 



i, 228 



{ vagina, 228 
parch ment-like, 22 
prognosis, 229 
eecretion of, 225 



Chancre, soft, 299 
t«rmtnation of, 226 
tonsillar, 225 



with green-colored membroQR, 
223 
Chancroid, 299 

auto- inoculation with, 300 
balanoposthitis from, 308 
bubo of, 305 
characteristics, 301 
complications, 305 
ecthymatous form, 302 
elevated, 302 
erosive, 301 
foUicular, 301 
frequency, 299 
gangrenous, 302 
germ of 299 
meubation period, 299 
infection with, 300 
location, 300 

lymphanptis from, 305, 308 
paraphimosis from, 307 
peculiarities, 303 
phagedenic, 301 
phimosis from. 307 
serpiginous. 302 
streptobacillus of Ducrey as 

treatment, 303 
Chlorids of urine, 20, 21 
Chordee, treatment, 145 
Choroid in syphilis, 293 
Choroiditis, gonorrheal metas- 
tatic, 204 

in syphilis, 293 
Ciliary Dody in syphilis, 293 
Circumcision, 154 
Civiale's urethrotome, Gross' 

modification, 193 
Clap, 137. See also Gonorrhea. 
Colics' law, 257 
Cotliculus seminalis, 177 
Compressor urethrie muscle, 177 
Condylomata lata from syphilis, 

267, 268 



: L.tHH^Ie 



Conjunctiva in syphilis, 287 
Conjunctivitis, gonorrheal. 204 
Constrictor uretKrsE muscle, 177 
Cornea in syphilis, 287 
Corona veneris, 236 
Corpora cavernosa, Bvphilis of, 

275 
Corpuscles, blood-, 23 

pus-, 22 
Cowperitis, 163 
Cremaster muscle, 53 
Cryptorchism, 44 
Cut-off muscle of urethra, 177 
Cystitis, 92 

aeute, 03 

diagnosis, 94 
differentiation, 94 
symptoms, 93 
treatment, 95 

bacterial, 93 

chronic, 96 
treatment, 97 
Cystoscope, 83 
Cystoscopy, 82 
C^tospasm, 173 
Cystotomy, perineal, 70 

suprapubic, 69 
Cysto-ureterotresis, 111 

DACTYLiTig in syphilis, 285 
Demulcents in gonorrhea, 143 
Digital chancre, 225 
Dilatation of urethra, gradual. 



Ear in syphilis, 297 
EchinococcuB of kidneys, 123 
Ectopia vesicfe urinariie, 84 
Edema of scrotum, 38 
Emissions, diurnal, 75 

nocturnal, 76 
Emphysema of scrotum, 39 
Endometritis, gonorrheal, 209 
Endoscope, 168 

Endoscopic test in gonorrhea, 16 
Entero-urctcrotresis, 111 
Eoureus, S6 



Epispadi; , 

complete, 32, 33 

glandular, 32 

penile, 32 
Epithelial cells in urine, 28 
Erosion chancre, 221 
Erosions of urethra, 169 
Erythema in syphilis, 266, 267 
Eversio vesicae, 84 
Exstrophy of bladder, 84 

of prostate, 63 
Extravasation, perinephritic, 119 

of uiine, 190 
Eye in syphilis, 286 



Facibs, syphilitic, 258 
Fehling'a test for glycosuria. 
Fibrous casts in urine, 28 
Fingers, chancre of, 225 

in syphilis, 285 
Fisaura vesica-, inferior, 84 

superior. 84 
Fistula, ureteral, 107 

urinary, 191 

with stricture, 191 
Floating kidney, 115 
Folliculitis, 160 
Fossa navicularis, 176 



Gabbgt's stain, 101 



inflammation of, 213 

Gcni to-urinary organs, syphilis 
of, 275 

Glands, changes in, in syphilis, 
229, 230, 231 
of LittrS, 176 

Glans penis, single sore on, signifi- 
cance of, 220 

Gleet, 164 



Giyco 



I, 25 



Fehling's test for, 26 
Haines test for, 26 
Conocele, 200 , 
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Gonococcus, 137 

staining, 139 
Gonorrhea, 137 
abortive, 174 
BCUte, 137 
alkalies in, 142 
anodynes in, 142 
anterior, 140 
irrigation for, 14S 
treatment, 144 
astringents in. 143 
balsams in, 143 
eold in treatment. 144 
complications, 152 
declining stage, 141 
demulcents in, 143 
first stage, 140 
heat in treatment, 144 
in boys, 174 
irrigation in, 148 
papilloma in, 159 
posterior, 149 
second stage, 141 
stages of, 140, 141 
stationary stage, 141 
third stage, 141 

treatment. 146 
treatment, 141 
urinary antiseptics in, 142 
chordee m, 145 
chronic, 164 



106 



I, 107 



Gonorrheal eonjuntivitis, 204 

endometritis, 209 
iridochoroiditis, metastatic, 



ophthalmia, 204 

rheumatic, 201 
rheumatism, 199 

acute mono-articular, 200 
polyarticular, 200 

diagnosis, 201 

treatment, 201 

unusual forms, 200 
urethritis in male, 166 



irrigations 
endoscopic test in, 106 
injection test in, 106 
posterior, 169 

irrigation in, 171 

sequcUe, 173 

sexual function in, 173 

two-glass test in, 105 
in boys, 174 
in female, 207 

urinary tract in, 209 
vegetations with, 213 
warty growths with, 213 
of OS uteri, 209 
relapse, 138 
Gonorrheal choroiditis, metasta- 
tic, 204 
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complications, 208 

vaginitis, 212 

vulvitis, 210 

vulvovaginitis in baby, 214 
Gouley's catheter-staff, 186 
Granular caste in urine, 28 
Gross' modification of Civiale's 

urethrotome, 193 
Gumma, 244 

n hereditary syphilis, 260 

Haines' test for glycosuria, 26 
Hand syringe for urethral injec- 

(, metliod, 148 
Heat test for albuminuria, 128 
Hematocele of scrotum, 43 

of testicle, 52 
Hematuria, 24 
Hemiplegia, syphilitic, 280 
Hemoglobin in urine, 24 
Hemoglobinuria, 24 
Hereditary syphilis. 255 
C'olles' law in, 257 
eruptions of, 258 

Hutchinson's teeth in^260 
laws of inheritance, 256 
lesions of, 256 
mucous membranes in, 260 
pregnancy in, treatment, 261 

frimary stage, 258 
rof etas' law, 257 
prognosis, 256 
syphilids in, 258 
transmiseion of, 256 r 
r , ..I VntHK^IC 



Hereditary Bj^iAiliB, treatment, 
261 



Hyaline casts in urine, 28 
Hydatid cysts of kidney, 123 
Hydrocele, 41 

and hernia, differentiation, 41 

Bergmann'B operation, 42 

Jaboulay's operation, 42 

of spermatic cord, 54 

treatment, 41 
radical, 42 
Hydronephrosis, 120 
Hyperplasia, glandular, in syph- 

ihs, 231 
Hypertrophy of bladder, 84 

of prostate, 67 

of testicles, 46 
Hypospadias, 30 

glandular, 30 

penile, 31 

perineal, 31 

IcTBRTja in syphiliB, 243 
Imperforate meatus, 33 

treatment, 33 
Impotence, 76 

atonic, 77 

drug, 78 

organic, 76 

paralj^tie, 78 

psychic, 77 

symptomatic, 78 
Incontmence of urine, 86 
Indurated mass, 223 

nodule, 223 
Induration in syphilis, 226 

parchment, relapsing, 226 
InKuinal glands, removal of, 38 
Injection test in gonorrhea, 166 
Iodide in B^phills, 254, 2o5 
Iridochoroiditis, gonorrheal, me- 
tastatic, 202 
Iris, syphilis of. 290 
IritiB, gonorrheal, 203 

in syphilis, 290 



Keratitis in syphilis, 287 
Keyea-Ultzmann urethral syr- 
inge, 172 
Kidneys, 112 

abnormalities of, 115 

abscess of, 125 

calculi in. 126 

carcinoma of, 123 

cyats of, 122 

echinoGOCCUs of, 123 

effect of anesthesia on, 115 

examination of, 115 

floating, 115 

hydatid cysts of, 123 

inflammations of. surgical, 123 
treatment, 126 

injuries of, 117 

mobile, IIS 

movable, 115 

neuralgia of, 135 

pelvis of, 114 

relations of, 1 12 

rupture of, 117 

sarcoma of, 123 

sinus of, 112 

Btone in, 126 

tuberculosis of, 135 

tumors of, 123 
Klotz's endoscope, 168 



Lacuna magna. 176 

inflammations of , 162 
Larynx, sypliilis of, 273 
Lip, chancre of, 224 
Lithotomy, suprapubic, 90 
LittrS's glands, 176 
Locomotor ataxia from syphilis, 

281 
Lumbar nephrectomy, 132 
Luxation or testicles, 45 
Lymphangitis, 162 

in chancroid, 305, 30& , 
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MBATtTTOMI, 187 
Meatus, imperforate, 33 

treatment, 33 
Mercurials in syphilis, 347, 248, 
250, 251, 252, 253, 254 

in infanta, 262 

toxemia from, 253 
Middle ear in BypluliB, 297 
Monorchiem, 44 
Mouth, chancre of, 224 

in syphilis, 2G$ 
Hovable kidneys, 115 
Hucoua casts in urine, 28 

patches in sy^hiUs, 206, 208 
Muscles Id syphilis, 283 
Myositis in syphilis, 283 

Nails in syphilis, 264 
Nccrospermia, 80 
Nepiirectomy, 132 

abUominal, 134 

lumbar, 132 
Nephritis, tubercular, 135 
Nephrolitliotomy, 12'J 
Nephropexy, 116 
Nephroptosis, 115 
Nephrotomy, 130 
Nephro-ureterectomy, 134 
Nervous system in syphilis, 279 

treatment, 282 
Neuralgia of kidney, 135 

of testicle, 47 
Newborn, syphilitic, feeding of, 

262 
Nitric acid test for albuminuria, 

25 
Nitre's cystoseope, 83 
Nocturnal emissions, 70 
Nodule, 222. 223 

indurated, 223 



Ophthalm 



umbilieated, 222 
Nose, syphilis of, 271 

Ocular muscles in syphilis, 297 
Oligospermia, 79 
Onychia sicca from syphilis, 204 
Ophthalmia, eonoirhcal, 204 
rheumatic, 201 
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Orcbidectomy, '. 
Orchitis, 51 

syphilitic, 276 

s uteri, chancre of, 228 

gonorrheal infection of, 209 
Osteomyelitis in syphilis, 284 
Osteoperiostitis in syphilis, 284 
Otis' dilating urethrotome, 193 



Palate, syphilis of, 270 
Papilloma in gonorrhea, 159 
Papule, dry, in syphilis, 221 

elevated, 227 

umbiticated, 222 
Paralysis from syphilis, 281 

ocular, in syphilis, 297 

of bladder, 85 
Paraphimosis, 156 

from chancroid, 307 
Paraplegia, syphilitic, 281 
Parasyphilides, 220 
Para-urethral glands, inflamma- 
tion of, 208 
Paresis from syphilis, 281 
Paronychia from syphilis, 265 
Peg teeth, 260 
Pelvis of kidney, 114 
Penis, 34 

amputation of, 37 

carcinoma of, 37 

cellulitis of, 35 

diseases of, 34 

tuberculosis of, 35 



IS of, 35 
Perichondritis of larynx from 

syphilis, 274 
Perineal cystotomy, 70 
section, 195 

sequelic, 196, 197 
Perincpliritic extravasation, 119 
Perinephritis, 1 19 
Peri-urethral abscess, 162 

glands, inflammation of, 208 
Pharynx, syphilis of, 273 
Phimosis, 153 
from chancroid, 307 . 
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Phlegmon, 162 
Phosphates of urine, 20, 21 
Poiyorehism, 44 

Prcgnancnr, syphilis in, treat- 
ment, 261 
Profetas' law, 257 
Prostate, 61 

deformities of, 63 

diseases of, 63 

examination of, 62 

exstrophy of, 63 

foreign bodies in, 63 

hj^pertrophy of, 67 

injuries of, 63 

stones in, 63 

tuberculosis of, 63 
Prostatectomy, 71 
Prostatic fluid, diaenostic value, 
62 

sinus, 178 
Prostatitis, acute follicular, 64 

chronic, 66 

parenchymatous, 65 

simple acute, 64 
Prostatorrhea, 74 
Prostatotomy, 71 
Pus corpuscles, 22 

in unne, 22 
Pyelonephritis, 124 

acute catarrhal, 124 

chronic, 125 

suppurative, 125 
Pyelotomy, 131 
Pyocele, 52 
Pyonephrosis, 125 
Pyuria, 22 

Rectum, syphilis of, 276 

urethral netula into, 192 
Redundant scrotum, 40 
Renal calculi, 126 

operations for, 129 
suppuration from, treat- 
colic, 127' 

treatment, 129 
Retina in syphilis, 294 
Retinitis in syphilis, 294 
Rheumatic gonorrheal ophthal- 
mia, 201 



Rheumatism, gonorrheal, 199 

acute mono-articular, 200 
polyarticular, 200 

diagnosis, 201 

treatment, 201 

unusual forms, 200 
Rhinitis, syphilitic, 271 
Roseola, syphilitic, 234 
Rupia, 245 
Rupture of kidney, 117 

bARiTMA of kidney, 123 

of te ticlcs 47 
bcleroBis of testicles in syphilis, 

2 6 
Scrotum 38 

diseases of 38 

dropsy of 38 

edema of 38 

emphysema of, 39 

■ n of urine into, 39 



ten 78 
Seminal vesicles, 58 
abscess of, 59 
e<camination of, 60 
tuberculosis of, 61 
vesiculitis acute, 58 
treatment, 59 
chronic 59 

treatment, 60 
tubercular, 61 
Sexual function in chronic pos- 
terior gonorrhea, 173 
Silver spots 222 
S nus poculans, 178 
Sinuses, juxta-urethral, 161 

kidney, 112 
Skene's glands, inflammation of, 

208 
Sounds, 186 
scales of, 189 
use of, 167 
Spermatic cord, 53 
diseases of, 53 
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spermatic cord, hydrocele of, 



54 



., 53 



in juries 

ligation of, Eubcutaneous, 56 

torsion of, 54 

• tumors of, 54 

varicocele of, SS 
Spermatocele, 52 
Spermatorrhea, 75 
Spinal syphilis, 270 
Spirochsta pallida, 215 
Staining goDococcus, 1119 

tubercle bacilli, lUU 
Sterility, 76, 78 
Btreptobacillus of Ducrey 

cause of chancroid, '2i)'J 
Stricture 179 
annular 181 

3 i boule in, 1S4 



brid 



181 



crescentic 181 
diaphragmatic, 181 
effect on urethral canal, 183 
eK!<ential lesion of, 182 
liaula with, 191 
impassable, 182 
irritable 182 
large caliber, 182 
linear 181 
operations for, 192 
orgamc 181, 183, 185 
rcHihcnt 182 
seat of \m 
small caliber, 182 
sounds in 187 
spasmodic 179 
special treatment, 197 
traumatic 181 
treatment 192 
special 197 
&iig,ir in urine, 25. See also Gly- 

Sulphates in urine, 20, 21 
buppuration from renal calculus, 

treatment 129 
Suprapubic aspiration, 69 

cystotomy, (i9 

lithotomy 90 
'~ij norcliism 44 
'<vnnv <iB m syphilis, 285 



Syphilids, bullous, 245 

in hereditary syphilis, 259 

erythematous, 234 



ills, 259 
gummatous, 244 

in hereditary syphilis, 260 
papular, 236 

in hereditary syphilis, 258 

lenticular, 238 

miliary, 237 

scaling, 239 
pustular, 240 

acneform, 240 

ccthymaform, 241 

in hereditary sypliilis, 259 

variolaforni, 240 
roBcolar, In hereditary syphilis, 

258 
rupial, 245 
secondary, 233 
serpiginous, 244 
tertiary, 242 
tubercular, 243 

in hereditary syphilis, 260 
ulcerative, 244 

vesicular, in hereditary syph- 
ilis, 259 
Syphilis, 215 
acquired, 2 1 7 

adi^nopathy in, primary, 229 
alopecia from, 263 
analgesia in, 233 
blood in, 233 
bones in, 284 
bruin in, 279, 280 
bubo in, 230 
bursitis in, 283 
cachexia in, 232 
chancre in, 220 
chancroid in, 299 
choroid in, 293 
choroiditis in, 203 
cicatrices in, 234 
ciliary body in, 293 
L'oUes' law, 257 



3>lications, 263 
ylomata lata from, 267, 
!68 



Syphilis, congenital, 257 

feeding in, 202 

conjunctiva in, 287 



dactylitis in, 2S5 
car in, 297 
epilepsy from, 281 
eruptions of, 233, 234 

first, 234 

secondary, 233 

tertiary, 242 
erythema from, 266, 2G7 



eye 



I, 2S6 



fingers in, 285 

forms of. 217 

germ of, 215 

glandular clianges in, 229, 230, 
231 

hemiplegia in, 280 

hemorrhagic, 233 

hereditary, 255. See also He- 
reditary syphilis. 

hyperplasia in, glandular, 231 

in pregnancy, treatment. 261 
incubation period of, 218 
induration in 22G 
infection n ith precautions 

against 246 
inBomma in 232 
msontium 217 
munctions in 2>2 
lodids m 2^4 2o5 



,oii 



I 2W) 
m 290 
I 285 



1 287 



keratitis 

locomotor ataxia from 2S1 
malignant precocious 242 
mercurial hypodenniCK in 2'>3 
mercurials in 247 248 250, 
251 252 2.3 2o-i 

in infancy 262 

toxemia From 2 13 
middle ear in 297 
mixed infection 22H 
modes of contagion 217 
mouth u, 268 



patches from, 266, 268 
muscles in, 283 
myositis in, 283 
nails in, 264 

treatment, 282 
nodule in, 222, 223 
nose in, 271 
ocular muscles in, 297 
of anus, 276 

of corpora cavernosa, 275 
of epididymis, 275 
of eenito-urinary organs, 275 
of larynx, 273 
of pharynx, 273 



of n 
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of trachea, 275 
onychia sicca from, 264 
optic nerve in, 296 
orchitis in, 276 
osteomyelitis in, 284 
osteoperiostitis in, 284 
pain in, 232 
l>a!ate in, 270 
papule in, 227 
paralysis in, 281 

ocular, 297 
paraplegia from, 281 
parasyphilides in, 220 
paresiB from, 281 
paronychia from, 265 
polymorphism in, 234 
precautions against infection, 

246 



prognosis, 217 
psychotherapy in, 249 
pustular impetigoform, 241 
retina in, 294 
retinitis in, 294 
rhinitis in, 271 
roseola in. 234 
secondary lesions in, 233 

stage of, 219 

symptoms, 231 
sequels. 263 
sources of contagion, 216 

npi-AMiiyGcHK^Ie 



See also 



Syphilis, specific treatment, 251} 
apinal, 279 

B{Mrocbieta pallida OS cause, 215 
stages of, 218 
syDovitis in, 285 
syphilids in, 233, 234 
teeth in, 260 
t«rtiary, 242 

eruptions in, 242 

stages of, 219 

syphilids in, 242 
testicles in, 276 
third stage, 2 

Syf^iiig, tertiary. 
throat in, 273 
tissue in, 215 
toes in, 285 
tongue in, 269 
transmission of, 216 
treatment, 247-255 

mixed, 254 
tubercles in, 227 
ulcers in, 234 
Syphilitic facies, 258 
Syphiloma, anorectal, 278 



Teerti, Hutchinson's, ; 

Testicles, 43 
anomalies of, 44 
atrophy of, 46 
carcinoma of, 47 

coverings of, 43 

diseases of, 45 
ectopic, 45 
hematocele of, 52 
hypertrophy of, 46 
in syphihs, 27G 
injuries of, 46 
inversion of, 45 
irritability of, 46 
luxation of, 46 
neuralgia of, 47 
peg, 2m 
punctures of, 45 
removal of, 47 
retained, 45 

treatment, 45 
sarcoma of, 47 



Testicles, strapping of, 50 
tuberculosis of, 48 
tumors of. 47 
undescended, 45 
treatment, 45 

Thompson's evacuating stone- 
searcher, 89 

Throat in syphilis, 273 

Toes in sypliilis, 285 

Tongue in syphilis, 269 

Tonsillar chancre, 225 

Torsion of spermatic cord, 54 

Toxemia, mercurial, in syphilis. 



Tube-casts in urine, 27 
Tubercle bacilli, specimens, 100 
Tubercles, syphilitic, 227 
Tuberculosis of bladder, 98 
treatment, 101 

of kidney, 135 

of penis. 35 

of prwilate, 63 

of seminal vesicles, 61 

of testicle, 48 
Tunica albuginea, 43 

vaginalis, 43 
Two-glass test, 164 



Ulceration of urethra, 169 
Ulcers of bladder, 86 
Ulcus elevatum, 222, 302 

molle, 299 
Ultzmann's urethral irrigation 

method, 172 
Urea, 19 

Ureter-cystoscope, Brenner's, 83 
Ureterectomy, 111 
Urctcro- ureteral anastomosis, 109 
Uretero-ureterostomy , 109 
UrPtprs, 101 

anastomosis of , 109 
with bladder, HI 
with bowel, ill 

calculi in, 103 

1 of, 101 
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Ureters, fistula of, 107 

neoplaBms of, 106 

obstruction of, 107, 108 

stone in, 103, 126 

stricture of, 107 
Urethra, 33, 175 

bulb of, 176 

curves of, 178 

cut-off muscle of, 177 

diseases of, 30 

erosions of, 169 

false passage in, 194 

foreign bodies in, 34 

gradual dilatation of, 189 

inelastic, 173 

injuries of, 30, 33 

instruments in, dangers of, 186 

lencth of, 62 

malromiations, 30 

membranous portion, 176 

mobile parts, 178 

pendulous portion, 176 

posterior irrigation of, 171 

prostatic, inflammation of, 178 
^rtion, 177 

stricture of, 179. See also 
Strieture. 

tumors of, 34 

ulcerations of, 169 
UrethrfJ fever, 198 

injections, method, 148 
Urethritis, 137 

gonorrheal, in male, 166 
in women, 207 



Urethrotomes, 193 
Urethrotomy, external, 1' 

internal, 192 
Uric acid, 19 
calculus, 128 
crystals, 20 
Urinary abscess, 191 
antiseptics. 142 
calculi. 123 



fever 



198 



Jrine, abnormal constituents, 22 
after kidney injury, 118 
albumin in, 24. Bee also Atbu- 



amount of, 17 
bacterial growth in, 80 
blood in, ^4 
easts in, 27 
chlorids in, 20, 21 
color of, 18 
epithelial cells in, 26 
examination of, 17 
extravasation of, 190 

into scrotum, 39 
hemoglobin in, 24 

odor of, 18 

phosphates in, 20, 21 

pus in, 22 

reaction of, 18 

retention of, 85 

salts in, 20 

specific gravity of, 18 

sugar in, 25. See also Glyco- 

sulphates in, 20, 21 
tube-casts in, 27 
Urinometer, 19 

Utricle, 178 



VaoinAj chancre of, 228 
Vaginitis, gonorrheal, 212 
Varicocele of spermatic cord, 55 
Varicose veins of penis, 35 
Vos deferens, 53 
Vasectomy, 09 
Verumontanum, 177 
Vesiculitis, 58, 59, 60, 61 
Vulvitis, catarrhal, in baby, 213 

gonorrheal, 210 
Vulvovaginal abscess, 211 
Vulvovaginitis, gonorrheal, in 

baby, 214 



: L.tHV^Ie 



Dioiir^ci by Google 



SAUNDERS' BOOKS 



Skin, Genito-Urinary 
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MECHANICAL EXCELLENCE 

|WOT alone for their literary excellence have the Sa jnders pub- 
* lications become a standard on both sides of the Atlantic : 
their mechanical perfection is as universally commended as is 
their scientific superiority. The most painstaking attention is 
bestowed upon all the details that enter into the mechanical 
production of a book, and medical journals, both at home and 
abroad, in reviewing the Saunders publications, seldom fail to 
speak of this distinguishing feature. The attainment of this 
perfection is due to the fact that the firm has its own Art De- 
partment, in which photographs and drawings of a very high 
order of merit are produced. This department is of decided 
value to authors, in enabling them to procure the services of 
artists specially skilled in the various methods of illustrating 
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3 SAUATBERS' BOOKS ON 

Barnhill on? Wales' 
Modern Otology 

A Text-Book of Modern Otology. By John F. Barn- 
hill, M. D., Professor of Otology, Laryngology, and Rhinology, 
and Earnest de W. Wales, M. D., Clinical Professor oi 
Otology, Laryngology, and Rhinology, Indiana University School 
of Medicine, Indianapolis. Octavo of 5 75 pages, with 305 original 
illustrations. Cloth, ?S-So net; Half Morocco, I7.00 net. 

THE PRACTITIONERS' OTOLOGY 

This work represents the results of personal experience as praclitioners and 
teachers, influenced by the inslnicIioQ given by such authorities as Sheppard, 
Uurda? Grant, Percy Jakins, Jansen, and Alt. Much space is devoted 10 
prophylaxis, diagnosis, and treatment, both vudual and iurgUaL There is a 
special chapter on Ihe bacUriology of ear afftctions—a feature not to be found 
in any other work on otology. Great pains have been taken with the illus- 
trations. A large number represent Che best work of Mr. H. F. Aitken. 
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Fnuik Allport, M. D.. 

Pre/tisor of Olelstj, Norlkwrilrrx UuivirsUy, Chicago. 
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Original FMm, of Ihi Royal Society of Midicim, Grtat Britain. 
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DISEASES OF THE EYE. 

DeSchweinitzV 
Diseases of the Eye 

Just Ready— New (6th) Edition 



Diseases o1 the Eye : A Handbook of Ophthalmic Prac- 
tice, By G. E. deSchweinitz, M, D., Professor of Ophthalmol- 
ogy in the University of Pennsylvania, Philadelphia, etc. 
Handsome octavo of 894 pages, 313 text-illustrations, and 6 
chromo-lithographic plates. Cloth, Js.oonet; Half Morocco, 
{6.50 net 

WITH 313 TEXT.ILLUSTRATIONS AND 6 COLORED PLATES 

In this new edition lh« lexl has been very thoroughly revised, and 
practically re$e<. Many new chapters have heeii added, among irhich 
may be nienlioned Ihe Xray trealmenl of Epilheliomft ; Jequirilol and 

eijuiritolSetum; X-ray treatment of Trachoma; Infected Marginal Ulcere; 
Ycilis »nd its Varielies ; Eyeground Lesions of Heridilary Syphilis ; Worth's 
Amlilyoscope ; Slovain, Alypjn ; Motais' 0|>eration for F^osis ; Haah's Elec- 
tromagnet ; and Sweet's X-ray method of Ijjcaliiirg Foreign Bodies. The 
illustrative feature uf the work has heeu greatly enhiinced in value by the 
addition of many new cuts and six fullpsge chronic lithographic plates, all 
most accurately portraying the pathologic conditions which uiey represent. 

The Medical Record 

" Dr. dtSchweiniti's wwk il io wtll and » favorably known ihm litl]e iwtd b. said 
o^idialmologHi." ' "" *o ,vaua eai lo siu tnl, gfncra pracinion«..n 

DeSchweinitz and Randall's 
Eye, E^r, Nose, and Throat 

American Text-Book of Diseases of the Eye. Ear, Nose, 

and Throat. Edited by G. E. deSchweinitz, M. D., and 

B. Alexander Randall, M. D. Imperial octavo, 1251 pages, 

with 766 illustrations, 59 of them in colors. Cloth, «7.oo net j 

■ Half Morocco, I8.50 net. '■ -' ■ ' ^ '-''■HH(le 
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^T American Jf^ 
Illustrated Dictionary 

Just Ready— The New (5th) Edition 



The American Illustrated Medical 

and complete dictionary of the terms used 
Dentistry, Pharmacy, Chemistry, and kin 
over 100 new and elaborate tables and ma 
lions. By W. A. Newman Borland, ft 
876 pages. Full flexible leather, 84.50 ne 
>5.oo net. 

WITH 2000 NEW TERMS 

111 this edition the bonk has been subjected to a thorough revi 
author has also added upward of tiro thousand impoitant new 
have appeared in medical literature during the past few months. 

Howard A. Kell)r. M.D., 

Prsfmar «/ Cynicolcgy. Jckn! Hafk!«i Uth^riily. Baltimori. 
" Dr. Doil»nd's Dkiionaty li admirablr. li is so well goUen up and of ii 



Welh' Chemical Pathc 



Clietnicai Patliology. By H. Gideon Wells, Ph. ] 
Assistant Professor of Pathology in the University oi 
Octavo of 549 pages. Cloth, J3-2S net; Half 
*4-7S net. 

Dr. Wells, in (he introductory ch.ipter, discusses the chemistry and physics 
of the animal cell, giving the essential fact*, of the composition of proteids 
and of ioniKation, diffusion, osmcilic pressure, etc.. and the relation of these 
facts to cellular activities. Special chapters are devoted lo Diabttes and to 
Uric-Acid MetabatUm and Gout. 
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Theobald's 
Prevalent Diseases of the Eye 



Prevalent Diseases of the Eye. By Samuel Theobald, 
M. D., Clinical Professor of Ophthalmology and Otology, Johns 
Hopkins University. Octavo of 550 psiges, with 219 text- illustra- 
tions and 10 plates. Cloth, J4. 50 net; Half Morocco, (6.00 net 

THE PRACTITIONERS' OPHTHALMOLOGY 

With few excqjtions all works on diseases of the eye, although 
wiilten ostensibly for the general practUiooer. are in reality adapted only lo 
the specialist The iberapeutic suggestions are concise, unequivocal, and 
specific. It is the one work on the Eye lerillen particularly for Ikt physician 
. engaged in general practice. 
ChM. A. OUver, M. D., 

aiitical Pro/iaer sf O^hlkjtlmaliigy, Wsman'i Medical Ct/legr, Pkila. 
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Saxe's Urinalysis 



Examination of the Urine. By G. A. De Santos Saxe, 
M. D., Instructor in Venereal and Gen i to-Urinary Surgery, 
New York. Post-Graduate Medical School and Hospital, izmo 
of 591 pages, illustrated. Flexible leather, $1,50 net. 
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Bhihl, Politzer, ai^ Smith's 
Otology 

Atlas and Epitome of Otology. ByGusTAV Bkuhl, M. D., 
of Berlin, with the collaboration of Professor Dr. A. Politzer, 
of Vienna. Edited, with additions, by S. MacCuen Smith, 
M.D., Professor of Otology in the Jefferson Medical College, 
Philadelphia. With 244 colored figures on 39 lithographic plates, 
99 text-illustrations, and 292 pages of text. Cloth, {3.00 net. 
In Saunders' Hand- A Has Series. 

The work is both didactic and clinical in its teaching. A sprcial feature 
is Ihe very complete eipo^iiion of the minule anatomy of the ear, a working 
knowledge of which is 50 essential [0 an iDtelligeiil conception of tlie science 
of otology. 
Ckioice J. Blake. M.D., 

Prs/ttlPT 0/ Olnlniy in Harvard Uxhitruly Mtdicai Ssla^, BczloH. 
both Ihe llud.n"!?!? ihtTMch^r i^lhi°chmtKr and Ko^'aTiMtll^lrali™.""'"* ' " 

Haab anZ DeSchweinitz's 
Operative Ophthalmology 



Atlas and Epitome of Operative Ophthalmology. By 

Dr. O. Haab, of Ziirich. Edited, with additions, by G. E. 
DeSchweinitz, M.D , Professor of Ophthalmology, University 
of Pennsylvania, With 30 colored lithographic plates, 154 text- 
cuts, and 375 pages of text. Cloth, ^3-50 net. In Saunders' 
Hand- A Has Series. 
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DISEASES OF THE EYE. 1 

H&ab and DeSchweinitz's 
External Diseases qf the Eye 

Atlas and Epitome of External Diseases of the Bye. 

By Dr O. Haab, of Ziirich. Edited, with additions, by G. E. 
deSchweinitz, M. D., Professor of Ophthalmology, University of 
Pennsylvania. loi colored illustrations on 46 lithographic plates 
and Z44 pages of text. Cloth, J3.00 net. Saunders' Atlases. 
JUST READY— NEW Od) EDITION 

The conditions atlending diseases of the external eye, which are often So 
Complicaled, iiave prabably never been more clearly and comprehensively 
expounded ihan in the forelying work. 
Th* M«£cal Recofd, Naw York 

'* The work Ia evcellenilir suked lo the iiudent of ophtbaLnnoUify and 10 lh« ]^cti^iif 
phyiLCiaii. It caaaoi Jail 10 attain a weU^dvierred popularity." 

Haab and DeSchweinitz's 
Ophthalmoscopy 

Atlas and Epltoine of Ophthalmoscopy and Ophthai< 
moscopic Diagnosis. By Dr. O. Haab, of ZDrich. Edited, 
with additions, by G. E. deSchweinitz, M. D., Professor of Oph- 
thalmology, University of Pennsylvania. With 152 colored litho- 
graphic illustrations and 94 pages of text. Cloth, $3.00 
In Saunders' Hand-Atlas Series. 

JUST READY— NEW (2d) EDITION 

In Ihiswork not only Is the slndenl made acquainted with earefult 
pared ophthalmoscopic drawings done into well-executed lithographs 1 
most important fundus changes, but, in many instances, plates of the i 
scopic lesions are added. 

The Lancet. London 

" Wt ncomnifnd ii u a work that should bt hi the opbthalmk wardi u is the 
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8 S/tUJVDEKS- BOOKS ON 

Greene and Brooks' 
Genito-Urinary Diseases 

A Text-Book of Qenito-Urinary Diseases. By Robert 
H, Greene, M.D., Professor of Genito-Urinary Surgery at 
Fordham University; and Harlow Brooks, M. D., Assistant Pro- 
fessor of ClinicalMedicine, University and Bellevue Hospital Medi- 
cal School. Octavo of 560 pages, illustrated. Cloth, (5.00 net. 

THE NEW (2d) EDITION 

This new work covers completely the subject of gen iio-uri nary diseases, 
presenting ioth tht pudkul and lutgieal sides. Kidney diseiaei are very elabo- 
rately delailed. 

New York Medical Journal 



Gleason on Nose, Throat, 
and Ear 

A Manual of Diseases of the Nose, Throat, and Ear. By 

E. Baldwin Gleason, M.D., LL.D., Clinical Professor of 
Otology, Medico-Chinirgical College, Philadelphia. i2mo of 
556 pages, profusely illustrated. Flexible leather, 552.50 net. 

FOR PRACTITIONERS 

Methods of treatment have been simplified :i5 much as possible, so that in 
most instances only those melbods, drugs, and operations have been advised 
which have proved essential. A feature consisis of the collection of Ibrmulas. 
Amencan Joumnl of the Medical Science* 

" For Iht praciiliontr who wiihti a reliable Euidc in l»ryneology »nd ololoKY there ar 
few books which can be more heanily commeDdcd." 

American Text-Book of Qenito-Urinary Diseases, 
Syphilis, and Diseases of the SIcin. Edited by L. Bolton 
Bangs, M.D., late Professor of Genito-Urinary Surgery, Bellevue 
University, New York ; and W. A. Hardaway, M.D., Professor 
-' Diseases of the Skin, Missouri Medical College. Octavo, 
pages, 300 engravings, 20 colored plates. Cloth, ^7.00 net. 



JfOSE, THROAT, AND EAR. 

GradleV 
Nose, Phajrynx, ant Ear 



Diseases of the Nose, Pharynx, and Ear. By Henry 
Gradle, M. D., Professor of Ophthalmology and Otology, North- 
western University Medical School, Chicago. Handsome octavo 
of 547 pages, illustrated, including two fuU-page plates in colors. 
Cloth, J3.50 net; Half Morocco, #500 net. 

This volume presents diseases of the Nose, FliaTynx, and Ear ai the author 
has seen them during an experience of neariytwenly-five years. Topographic 
anatomy has also been accorded liberal space. 

Penntjrlvftnbt Medical JouthbI 



Kyle's Nose aiS) Throat 



Diseases of the Nose and Throat. By D. Braden Kyle, 
M.D., Professor of Laryngology in the Jefferson Medical Col- 
lege, Philadelphia; Consulting Laryngologist, Rhinologist, and 
Otologist, St. Agnes' Hospital. Octavo, 797 pages; with 219 
illustrations and z6 lithographic plates in colors. Cloth, ^4.00 
net; Half Morocco, JS-So net. 

THE NEW (4th) EDITION 

This work has now reached its fourth edition. Wilh the practical purpose 
of the book in mind, extended consideration has been given to treatment, each 
disease being considered in full, and definite courses being laid down to 
meet special conditions and symptoms. 

Penmyl**™* Medkal Jounud 

" Dr. Kyk'j crisp, l«M diciion has enabled ihc inclusion of alL need fu: nose and ihroal 



lo SAUNDERS- BOOKS OUT 

Stelwagon's 
Diseases of the Skin 

A Treatise on Diseases of the Skin. By Henry W. 

Stelwagon, M. D., Ph. D,, Professor of Dennatology in the 
Jefferson Medical College, Philadelphia. Octavo of 1 135 pages, 
with 258 text-cuts and 33 plates. Cloth, J6.00 net; Half 
Morocco, I7.50 net. 

THE NEW (5tti) EDITION 

The demand foi five editions of this work in a period of five years indi- 
cates tbe practical chaiacler of the book. In ihis edition the articles on 
Frambesia. Oriental Sore, and otber tropical diseases have been entirely re- 
written. The new subjects include Verruga Peruana, Leukemia Cutis, 
Melalgia Paresthetica, Dhobie Itcb, and Uncinarial Deimatitis. 

George T. Elliot, M. D., Profasor of Dermalotogy, Comill University. 



Schamberg's Diseases of the 
Skin anZ Eruptive Fevers 

Diseases of the Skin and Eruptive Fevers. By Jay 

F. ScHAMBERG, M. D., Professor of Dermatology and the In- 
fectious Eruptive Diseases, Philadelphia Polyclinic. Octavo of 
530 pages, illustrated. Cloth, ^3.00 net. 

JUST READY 

are well abre»sl of ihe knowledge of Ihe prejeni lime.' Aciinolherapv and tadiolherapy 
receive coiuiderabiy more than pasjiDB Brracc."~~AmerKaii Jinirtiafif MrdKBl Scitncn. 

r.r ..I A't-HH^Ie 



DISEASES OF THE SKIN. 

Mracek and Stelwagon's 
Diseases of the Skin 



Atlas and Epitome of Diseases of the Skin. By Prof. 
Dr. Franz Mracek, of Vienna. Edited, with additions, by 
Henry W. Sielwagon, M. D., Professor of Dennatology in 
the Jefferson Medical College, Philadelphia. With 77 colored 
plates, 50 half-tone illustrations, and 280 pages of text. In 
Saunders' Hand- Atlas Series. Cloth, J4.00 net. 

THE NEW (2d} EDITION 

American Journal of (he Medical Sdencet 

Mracek and Bangs' 
Syphilis £r Venereal Diseases 

Atlas and Epitome of Syphilis and the Venereal Dis- 
eases. By Prof. Dr. Franz Mracek, of Vienna. Edited, with 
additions, by I.. Bolton Bangs, M. D., late Prof of Genito- 
urinary Surgery, University and Bellevue Hospital Medical Col- 
lege, New York, With 71 colored plates and 122 pages of text. 
Cloth, $3.50 net. In Saunders' Hand-Atlas Series. 

According (o ihe unanimous opininn of numerous authorities, the illus- 
trations in this work surpass in be;iu[y anything of the kind that has i>een pro- 
duced, not only in Germany, but throughout the literature of the world. 

Robert L. Dickbuon, M. D., 

Arl F.diler of Tkt Amrricai Tixl-Bsok sf OMrlrict." 

"Thi book ihM appialj imtanUy to me for ihe llriklngly JUccisiful, v»]ii.hle, ind 

riphic chirmclcr of its illustrmuonj is Ihc ' AlLat at Syphilii ind Ihc Vtnerul Dlleus.' 
Itnow of Doihlnf in ihii counlry ihai can compirc with ii." 

n™---,,i vLntHV^Ie 



13 SAUl^DEXS' BOOKS ON 

Holland's 
Chemistry and Toxicolo^ 

A Text-Book of Medical Chemistry and Toxicology. 

By James W. Holland, M.D., Professor of Medical Chemistry 
and Toxicology, and Dean, Jefferson Medical College, Philadel- 
phia. Octavo of 6i8 pages, illustrated. Cloth, ^3.00 net. 
THE NEW (2d) EDITION 

Dr. Holland's work is an enlirely new one. and is based on bis thlr^-five 

years' practical experience in leaching chemistty and medicine. Recogniiing 
that to understand physiologic chemistry students must first be informed upon 
points not referred to in most medical lexi-books. the author has included in bis 
work the latest views of equilibrium of equations, mass-action, cryoscopy, os- 
motic pressure, etc. Much space is given to toxicology. 

Amecican Medicine 

Griinwald and Newcomb's 
Mouth, Pharynx, and Nose 

Atlas and Epitome of Diseases of the Mouth, Pharynx, 

and Nose. By Dr. L. Grunwald, of Munich. Edited, with 
additions by James E. Newcomb, M. D., Instructor in Laryn- 
gology, Cornell University Medical School. With loi illustrations 
on 42 colored lithographic plates, 41 text-cuts, and 119 pages of 
text. Cloth, 83.00 net. In Saunders' Hand-Atlas Series. 

Griinwald £f Grayson on Larynx 

Atlas and Epitome of Diseases of the larynx. By Da. 

L. Grunwald, of Munich. Edited, with additions, by Charles 
P. Grayson,. M. D., Clinical Professor of Laryngology and 
RhJnology, University of Pennsylvania. With 107 colored 
ficrures on 44 plates, 15 text-cuts, and 103 pages of text. Cloth, 
It. In Saunders' Hand-Atlas Series. 



EYE, EAR, NOSE, AND THROAT. 13 

Jackson on the Eye 

A Manual of the Diagnosis and Treatment of Diseases 
of the Eye. By Edward Jackson, A.M., M.D., Professor of 
Ophthalmology, University of Colorado, iimo of 615 pages, 
with 184 illustrations. Cloth, {2.50 net. 

THE NEW (2d) EDITION 

Tha Medical Record, New Yorii 

mn appropTidte one 10 Apply ro tliifl work. Ii will prove of value to alt wb 
Ihll bnDch of medicLlK. 



Priedrich and Curtis on 
Nose, Larynx, and Ear 



Rhlnology, Laryngology, and Otology, and Their Sig- 
nificance in Qeneral Medicine. By Dr. E. P. Fkiedrich, of 
Leipzig. Edited, with additions, byH. Holbrook Curtis, M.D., 
Consulting Surgeon to the New York Nose and Throat Hospital. 
Octavo volume of 350 pages. Cloth, 12.50 net. 



Grant on the Pace. Mouth, and Jaws 



A TexUBook of the Surgical Principles and Surgical 
Diseases of the Pace, Mouth, and Jaws. For E)ental 
Students. By H. Horace Grant, A.M., M.D,, Professor of 
Surgery and of Clinical Surgery, Hospital College of Medicine, 
Louisville. Octavo of 231 pages, with 68 ilUistrations. Cloth, 
^2.50 net. 

r.r ..I A.tHH^Ie 



(4 SAUNDERS' BOOKS ON 

Ogden on the Urine 

Clinical Examination of Urine and Urinary Diagnosis. 

A Clinical Guide for the Use of Practitioners and Students of 
Medicine and Surgery. By J. Bergen Ogden, M. D., Late 
Instructor in Chemistry, Harvard University Medical School ; 
Formerly Assistant in Clinical Patholc^, Boston City Hospital. 
Octavo, 418 pages, fully illustrated, including a number of 
colored plates. Cloth, J3.00 net. 

SECOND REVISED EDITION 

In this edilion important changes have been made in conneclion with the 
lieCenni nation of Urea, Uric Acid, and Total Nitrogen ; and tfae subjects of 
Cryoscop)' and Bela-Onybutyric Add have been given a place. Special al- 
lenlion has been paid 10 diagnosis by the character of theurin&and the diag- 
nosis of diseases of the kidneys and urinary passages. 

The Lancet. London 



Vecki's Sexual Impotence 

The Pathology and Treatment of Sexual Impotence. 

By Victor G. Vecki, M. D. From the Second Revised and 
Enlarged German Edition, izmo volume of 329 pages. Cloth, 
^2.00 net. 

THIRD EDITION, REVISED AND ENLARGED 

This volume will come to many as a revelation of the possibilities of Iherft- 
peutics in this important field. The whole subject of sexual impotence and 
its treatment is discussed by the author in an exhaustive and thoroughly sci- 
entific manner. In this edition the bool( has been thoroughly revised, and 
new matter has been added, especially to the portion dealing with treatment. 

Jotuu Hopldnt Hoiirital Bulletin 

r.r ..I L.VhH^IC 



CHEMISTRY, SKIN, AND VENEREAL DISEASES. rj 

American Pocket Dictionary J<^ \m>tA. iwi Ed. 

The AMtRiCAN Pocket Medical Dictionary. Edited by W. A. 
Newman Dobland, M. D., Assistant Obaetrician lo the Hospital of 
the Uniieraily of Pennsylvania. Containini; ihe pronunciation and defi- 
nilitin of the principal words used in medicine .iiid kindred sciences. 
Flexible leather, with gold edges. Jl.ooiiel; willi thumb index, H. 25 net. 

FrB/tt!f a/ Mrdical Cktmislrj .lud Ttxic<ilr^, M Ihe Jlfcrion MiiUcal cj- 
Ugi, Philadelphia. 

Stelwagon's Essentials of Skin New («th) EdHion 

Essentials of Diseases of the Skin. By Henhy W. Stelw.^gon, 
M. D., Ph.D., Professor cf Dennalology in the Jefferson Medical 
College. Philiidelphia. Post-octavo of 276 pages, with 74 text-illustra- 
tions and 8 plates. Cloth, »i.oo net. In Saun^as' Qu/slioH- Com find 

Wol^s Medical Chemistry sevenuh^EdHon 

Essentials of MEnicAr, Chemistry, Organic and Inorganic. 
Containing also Questions on Medical Physics, Chemical Physiology, 
Analytical Processes, Urinalysis, and Toxicolc^. By Lawrencb 
Woi.FF, M. 11., Lale Demonstrator of Chemistry, Jefferson Medical 
College, Revised by A. Ferree Witmer, Ph.G., M. D., formerly As- 
sistant Demonstrator of Physiology, University of Pennsylvania. Posl- 
oclavo of 225 pages. Cloth, fi.oo net. la Saiatdtrs' Quation-CBtaptnd 
Stria. 









Martin's Minor Surgery, Banda^n{^ and the 
Venereal Diseases second E:dition. Reviied 

Essentials of Minor Sorcery, BANtiAr.ENG, and Venereal Dis- 
eases, liy Edward Martin, A. M., M D , Professor of Clinical Sur- 
gery, University of Pennsylvania, etc. Poal-octavo, 166 pages, v»ith 78 
fllustralions. Cloth, #1.00 net. In Saunders' Qmstion Compends. 



Stevenson's Photoscopy 

Fhotoscopv (Skiascopy or Retinoscopy). By Mark D. Steven- 
sun, M. D., Ophthalmic Sui^eon lo the Aliron Cily Hospital, izmo of 
zoo pages ; illustrated. Cloth, (1.25 not. 



pan falling on the MamlDi^'. eye, ii dtcldtdly bi 
-Edwabu Jacksom, M. D., Uniiinily nf Citorads 

n™-A..ii.yLT(.Hl'^le 
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6. ESSENTIALS OF PATHOLOGY AND MORBID ANATOMY. 

By H. Haru)w Brooks, M,D. J una loerk. Priparing. 

7. ESSENTIALS OF MATERJA MEDICA, THERAPEUTICS. 

AND PRESCfUPnON-WRITING. jlt ed. By Henkv 
Morris, M.D, Revised by W. A. Bastedo, Ph.G., M.D. 

8.9. ESSEKnALS OF PRACTICE OF MEDIQNE. By W. R. 
Williams, M.D. (Double number, Ji,75 net.) 
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